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Foreword
The introduction of a maximum 48 hour working week for Non Consultant Hospital Doctors
by 2010 will have significant implications for both Doctors in training and service delivery in
our hospitals.
This report focuses on how this reduction in working hours can be achieved and the many
directly related issues that need to be addressed.
Inevitably our work identified other aspects of the hospital/health service, which while not
part of our brief do impinge on NCHD hours and do need to be looked at. If the State is to
provide a more efficient, patient oriented, cost effective and employee caring service some
of the following wider issues must be addressed:
• Primary care and how it interfaces with the hospital system particularly in the
context of A & E.
• Private practice and its effect on service and NCHD hours.
• Continuing care and the role and availability of public or private facilities in less
acute settings.
• The structure of our hospital system.
• Greater involvement of Doctors in hospital management, together with a more
defined, cohesive and strengthened management structure.
All of these things can and do have an effect on NCHD working hours and best practice in
our health service. Clearly there are many practical, political and financial issues to be
grasped. All of them are inextricably linked and changing one without addressing the others
risks exacerbating the existing problems.
The legal requirement to reduce NCHD working hours forces us to look at how the service
is structured, managed, operated and delivered to the patient. It gives us an opportunity
to make fundamental and far reaching changes, which we should do now with vision,
courage and professionalism so that the citizens of this country get the health service they
deserve.
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In conclusion I would like to thank all members of the Steering Group for their time and
their input. In particular my thanks to Rory Costello of the HSEA, Mick Molloy and Fintan
Hourihan of the IMO and our secretary Catriona McConnellogue of the HSEA for their
considerable effort in producing this report. Also our thanks to the hospitals and their many
NCHDs who participated in our research, to PA Consultants, the training institutions, the
Department of Health and Children and the other bodies who cooperated with us.
David Hanly,
Chairman
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Global Trends in relation to Junior
Doctor working hours
‘‘The Minister for Health and Children welcomes the agreement reached in Brussels between
the Council of Ministers and the European Parliament of the draft Directive on Working Time
which will extend the protection of the original 1993 Directive to junior hospital doctors.
The Minister is committed to achieving this in 9 years’’.
Department of Health and Children, 5th April 2000
‘‘America’s 400 teaching hospitals may not immediately resemble ‘‘Tom Brown’s
Schooldays’’, but for the young resident doctors, life at a 19th Century English public school
might seem familiar. As new boys (and girls), young trainee doctors are expected to work
until they drop. Often completing 100-hour weeks.’’
The Economist, 8th July 2000
‘‘The Work Environment Act 1975 is practically identical to the E.U. Working Time Directive,
making it easier for Denmark to accept and implement the Working Time Directive for Junior
Doctors’’.
Association of County Councils in Denmark
‘‘After over twenty hours of continual work, quite frankly this well-trained and compassionate
doctor had ‘‘had it’’. He had had a system that had trained him to aspire to the highest ideals
and the highest standards of quality health-care, but had been made to endure inhuman
hours of work, that had run him into the ground through an endless scramble to see the next
person.’’
Dr Michael Wooldridge, Minister for Health and Aged Care, 1998, at a Conference on Safe
Hours, New South Wales, Australia.
‘‘The Working Time Directive is about health and safety issues, and patient safety. The NHS
must have alert and rested doctors.’’
Dr Trevor Pickersgill, Chairperson BMA Junior Doctors Committee at the Junior Doctors
Conference 2000, United Kingdom.
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‘‘The movement towards a widespread quality culture in the Irish Health Care System is
compelling and irreversible.’’
Leahy A, Wiley MM p. 107, The Irish Health System in the 21st Century, Oak Tree Press,
Dublin.
‘‘In Holland, 40% of patients refer to the Internet before their first consultation, making them
better informed. They will not accept treatment from over-worked doctors-in-training.’’
Academisch Medisch Centrum, Amsterdam, Holland.
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Executive Summary
1 The European Directive, which will be adopted into Irish law, requires that the maximum
average working hours for Non Consultant Hospital Doctors (N.C.H.D.s) will be 48 per
week by 2010 (on average over 13 weeks). This will be phased in as follows:
2001 — 2004 No limit
2005 — 2007 58 Hours
2008 — 2009 56 Hours
2010 — 48 Hours
NCHDs in Irish hospitals are currently working an average of 77 hours per week including
on-call off-site. The average is 75 hours per week excluding off-site on-call.
To achieve the reduction in working hours is both an urgent and a complex task.
Medical Manpower
2 In the implementation of this European and domestic law lies an unrivalled opportunity to
introduce fundamental changes which will improve the working conditions and training of
all hospital doctors. The consequential benefit to patients and the quality of service they
receive should underpin our approach to this opportunity.
The Joint Steering Group believes that:
• The primary solution lies in an increase in the number of Consultants to create
a Consultant provided service rather than any substantial increase in the number
of NCHD posts. A similar view is also expressed in the report of the Medical
Manpower Forum.
• The appropriate medical manpower should be agreed and a phased
implementation begun to ensure greater equilibrium in the consultant N.C.H.D.
ratio in time for the initial move to a maximum of 58 hours per week.
• A service provided by tired doctors with lengthy on call commitments is
unacceptable.
• ‘The Joint Steering Group’s field trips to the UK, Holland and Denmark has shown
that shift working has played an integral part in the successful reduction of
N.C.H.D.s working hours. In order to reduce existing NCHD working hours it is
inevitable that shift working and / or different work attendance patterns will need
to be extended to encompass the 24-hour 7-day week nature of hospital services.
In keeping with service and training exigencies, the details of these revised
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working arrangements will be negotiated with the appropriate training bodies
and staff groups as part of the implementation process.
• Appropriate Consultants should be on duty ‘to provide a better quality service
with greater continuity in patient care delivery 24 hours a day’ (p.45 Medical
Manpower Report). They should be supported by rostered N.C.H.D. staff
working appropriate shift patterns. Revision to the existing common contract for
consultants will be negotiated.
• Flexible working arrangements and more family friendly policies should be
agreed in parallel to the extension of shift working where appropriate.
Hospital Services
3 The move to a reduced working hours commitment by N.C.H.D.’s and the concomitant
impact on services and training may adversely affect the ability of individual hospitals to
continue to provide their current range of services.
• Greater consideration should be given to the concept of team working in all
specialities.
• Consideration should be given to the concentration and or redesignation of
existing services.
• A reconfiguration of services within hospitals should be pursued through a re-
engineering of roles within the multi-disciplinary team.
Training
4 To achieve the necessary high standard of training within the 48-hour working week a
more structured approach to training is required.
• All N.C.H.D.’s should be in structured, recognised training posts.
• Dedicated training time should be ‘ring fenced’ for N.C.H.D. training.
• Consideration should be given to the development of an employment and
training contract. This should clearly outline service responsibility and structured
training time for each recognised post.
• Revised work attendance patterns such as shift work should be flexible to
facilitate attendance at designated training times.
Implementation
5 A National Task Force, reporting directly to the Minister for Health and Children, should
be established to plan, implement and monitor the introduction of the provisions of the
E.U. directive and concurrent changes initiated by the implementation of the directive.
• The taskforce should provide robust central guidance and support through this
process.
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• Working groups should be established in each hospital. These local working
groups (LWG) should report to the National Task Force and should include the
Medical Manpower Manager.
• The Task Force in consultation with local interest groups should determine the
modus operandi and composition of the L.W.G.
• Consideration should be given to patient/public representation on this group.
• A representative of the Primary Health Care Forum should be included on the
hospital working party.
• A conflict resolution and mediation facility should be made available to all
hospitals engaged in the process from the National Task Force.
• Consideration should be given to a national incentive and accreditation scheme
for successful hospitals.
• Consideration should be given to the extension of clinical budgeting to assist in
the management of the N.C.H.D. resource.
• Communications at national level between policy makers and service providers
needs to be harmonic and coherent.
• The nature of the service at present will change. A national awareness and
education programme should be devised to prepare the general public for this
change.
11

CHAPTER 1
Introduction
1.1 The Joint Steering Group (JSG) on the working hours of Non-Consultant Hospital
Doctors was established by agreement between the Department of Health and
Children, The Health Services Employers Agency and the Irish Medical Organisation
in June of 1999. (See terms of reference Appendix 1)
1.2 The JSG comprised seven nominees of the IMO and seven nominees of the HSEA
under the independent chairmanship of David Hanly. (See membership Appendix 2)
1.3 An element of the JSG terms of reference was to commission and oversee a study to
collect factual information on the working hours of NCHDs in the public hospital
system in the Republic of Ireland.
1.4 The anecdotal nature of much of the information on NCHD working hours had
determined the JSG would first establish the facts in terms of;
i. Total hours worked by NCHD’s
ii. Differentiate between on call and normal hours worked
iii. Further determine the nature of the duties undertaken by NCHDs
iv. Assess the effectiveness of the management of NCHDs and their working
hours/ rotas/ layers of On Call’
v. The effectiveness of on call arrangements/ shift working
vi. Access to training for NCHDs
1.5 The baseline information gathered in this study would inform the recommendations
of the JSG.
1.6 The JSG would make recommendations on an implementation strategy for an agreed
programme to reduce the working hours of N.C.H.Ds in line with Directive 2000/EC of
the European Parliament and of the Council amending Council Directive 93/104/EC.
1.7 Notice was given in the EU Journal inviting expressions of interest from independent
consultants to undertake a study of NCHD working hours. A shortlist of candidates
was interviewed and P.A. Consulting appointed to undertake the study on behalf of
the JSG.
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1.8 The study was undertaken in a representative group of eight hospitals (See Appendix 3)
1.9 The full report was accepted by the JSG and is included as Appendix 4.
1.10 The principal findings of the study with regard to working hours were that NCHDs
worked on average
• 77 Hours per week
• 75 Hours is the average working hours of NCHDs net of on call off site.
1.11 To meet target hours of work by specified dates in 2005 and 2010 will require a
reduction of 17 hours (23%) and 27 hours (36%) respectively per week.
1.12 The issues raised by these findings were examined in detail by the JSG. The JSG
delegated responsibility for the preparation of the draft report to the Chairman David
Hanly, Rory Costello of the HSEA and Dr Michael Molloy of the IMO, who replaced
Dr Eoin Waters of the IMO
1.13 Submissions were invited from interested parties. A list of those who contributed is
included at Appendix 7.
1.14 The JSG examined the extent to which health services in other jurisdictions had
achieved a reduction in the working hours of NCHDs. A literature review and Internet
search provided fruitful lines of enquiry in the U.K., Australia, Denmark and the
Netherlands.
1.15 Site visits were organised to the U.K., Denmark and the Netherlands to examine how
change had been achieved and challenges overcome. A synopsis of these visits is
included as Appendix 5.
1.16 The J.S.G. was determined to identify the issues the group believe will need to be
addressed to ensure the target working hours deadlines are achieved.
1.17 Recommendations are made;
• On how best to agree and develop an appropriate strategy to achieve targeted
change.
• On the need to develop management capability and staff agreement to pursue
the agreed strategy.
• On how best to create a behavioural and political orthodoxy which accepts this
strategy
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CHAPTER 2
Medical Manpower
2.1 The Minister for Health and Children has accepted a 9-year timetable for the
implementation of the EU directive as it applies to doctors in training.
2.2 In the implementation of European and domestic law lies an unrivalled opportunity to
improve the working conditions and training of all hospital doctors. The consequential
benefit to patients and the quality of service they receive should underpin our
approach to this opportunity.
2.3 By 2005 this will mean on average a 17 hrs or 23% reduction in the working hours
of NCHDs in Irish public hospitals.
2.4 This initial step will prove the most challenging.
2.5 A diverse range of initiatives among miscellaneous health sector grades will contribute
to the reduction of non-essential medical interventions and inappropriate duties.
2.6 The NCHD working hours study suggests a maximum of 17% of NCHD time is spent
on what is broadly termed inappropriate duties.
2.7 Additional medical hours are required to implement the working hours objective. The
composition and delivery of these additional hours should be determined in
consultation and by agreement with the appropriate stakeholders.
2.8 The J.S.G. believes that the service should be provided by Consultants. This clearly
would result in a requirement for additional Consultant posts.
2.9 Medical manpower requirements should be determined and agreed now.
2.10 It is the view of the J.S.G. that the Health Service does not need additional NCHDs
except in special cases to correct imbalances and cater for service developments.
2.11 The ratio of consultant to NCHD is at present approximately 1:2.
2.12 This has significant implications for the training of NCHDs; outcomes for patients and
the degree of responsibility reposed with the Consultant.
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2.13 The provision of an effective medical service requires it be provided by the relevant
consultant team within the broader multi disciplinary health team. This was illustrated
to the J.S.G. in Denmark and Holland and articulated by the Royal College of Surgeons
in Ireland.
2.14 This service where appropriate should extend shift working / revised work patterns to
encompass the opening hours of hospitals. That is 24 hours per day and seven days
per week.
2.15 Appropriate Consultants should be on duty ‘to provide a better quality service with
greater continuity in patient care delivery 24 hours a day’ (p.45 Medical Manpower
Report). They should be supported by rostered NCHD staff working appropriate shift
patterns. Revision to the existing common contract for consultants will be by
negotiation.
2.16 Joint discussions with training bodies and staff representatives on how best to achieve
this objective should be undertaken without delay.
2.17 The implementation of flexible working practices and family friendly policies should
be agreed in parallel discussions. These should reflect current flexible working
arrangements and should recognise the particular difficulties faced by female doctors.
2.18 Some areas of training are seen as inhospitable to female graduates. Consideration
should be given to targeted initiatives to improve access and support in these areas.
2.19 The implications of failing to retain in Irish hospitals high training-cost medical
graduates in an increasingly contracted and competitive labour market should be
considered when determining the efficacy of our approach to the working hours issue.
2.20 At 1.1.2000 some 20% of consultant posts were held by women.
2.21 Women made up 39% of graduates in 1980.
This has risen to 50% in 1992, and to 55.7% in 1998.
‘‘It would appear that substantial obstacles to career progression remain in the
path of women doctors working in Irish hospitals (p42 Medical Manpower
forum Draft Report 2000)’’
2.22 Quality of life issues predominate among Danish and Dutch medical professionals for
both men and women. In these areas where working hours are far less onerous than
Ireland’s they seek a balance between professional, occupational and personal/family
demands.
2.23 The challenge is to create a system in our hospitals, which delivers a better service to
the patient and is more compatible with family/personal demands. In the context of
shift work and seven day working our response has to be both vigorous and focused
to ensure compatibility between competing demands.
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CHAPTER 3
Hospital Services
3.1 The reduction in working hours for doctors in training will impact on the ability of
individual hospitals to provide their current range of services.
3.2 In the UK the reduction of working hours has contributed to some consolidation of
services. It has been a factor in the grouping and merging of hospitals in some areas
and the centralisation of Specialist Services in appropriately resourced units.
3.3 This consolidation of services and re-designation of existing Irish Public Hospital
services needs urgent consideration in light of experiences in other jurisdictions.
3.4 The study commissioned by the J.S.G. identified that 17% of NCHD time on average
is allocated to inappropriate activities. (p. 3-4 PA Report)
3.5 These inappropriate activities included the booking of beds, routine phlebotomy,
portering duties, the preparation and administration of antibiotic therapy and E.C.G.s.
3.6 These facts emphasise the need for a comprehensive reconfiguration of services within
hospitals.
3.7 As part of any reconfiguration a parallel process of negotiation and agreement to
enable other grades enhance their skills and their ability to undertake more complex
tasks and or broaden their range of capabilities is required.
3.8 This reconfiguration of services and enhanced skills mix should improve the quality of
service to patients e.g. a dedicated phlebotomy service provided by trained
phlebotomists available on a shift basis where appropriate. This should result in both
improved patient outcomes and greater consistency in the quality of samples sent to
the laboratory for analysis.
3.9 The extended role of the nurse in the interdisciplinary team as envisaged by the
‘Commission on Nursing’ (6.33 p106) should complement developments in the
reconfiguration of services.
3.10 Inefficient on call-rotas were identified as wasteful of resources.
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3.11 Inappropriate working patterns which failed or did not attempt to match resources to
work load exacerbated the inefficiency of these rotas.
3.12 The opportunity to extend the concept of team working to alleviate the requirement
for a specific Consultant to be responsible for individual patients should be
considered. In this scenario the patient would be the responsibility of a Specialist
Department, rather than an individual Consultant. This is how it works in Holland and
Denmark. The concept of teamwork is also favoured by the Senate of Surgery in
Great Britain and Ireland and by the RCSI. This clearly raises issues with the
Consultant’s contract and these and other issues such as communication need to be
looked at.
3.13 The continuity of care provided by a medical team with continuous access to fully
trained staff should have a beneficial impact on both doctors and patients.
3.14 Consultant medical staff indicated to the J.S.G. that clinical budgeting in departments
would facilitate both the Consultant and the Medical Manpower Manager in the active
management of NCHD hours and the implementation of EU and Irish law. This
practice is well established elsewhere and puts the management focus where it should
be.
3.15 The exercise of managerial responsibility in the general medical area provides a
challenge, which should be proactively addressed. ‘‘The most important challenge is
to discover a mechanism by which the respective interests of doctors and
management can meet’’ (Leahy & Wiley EDS, Page 276)
3.16 Effective management, monitoring and control of NCHD working hours and
workloads, based on co-operation and communication between hospital
management, Consultants and NCHDs is essential, (p. 3-14 PA Report).
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CHAPTER 4
Implications for NCHD Training
4.1 The aim of postgraduate medical training is to provide high quality schemes that
produce fully trained and competent doctors with the knowledge, skills and attitudes
to serve the Irish Health Care System. A major implication of the introduction of the
48-hour working week for NCHDs will be its impact on the ability of Consultants to
provide a structured training program for the doctors in training under their
supervision within a reduced time frame.
4.2 Training is currently provided in both a formal and informal context. Training takes the
form of lectures, journal clubs, demonstrations, ward rounds, grand rounds, tutorials
etc. Training also takes place as NCHDs accompany their respective Consultants in
their fixed sessions.
4.3 Although it is recognised that training should be an inherent part of the NCHDs daily
routine, currently they spend an average of only 4% of their working day studying or
in receipt of formal training. There exists a general view that the demands placed on
the health service mean that NCHDs and Consultant time is, by necessity, focused on
service delivery. As a result Consultants have limited time to provide any form of
structured training and NCHDs are often too busy to attend that which is provided.
This has caused an inherent sense of dissatisfaction with the content and structure of
NCHD training. Many NCHDs feel that they are inadequately trained to carry out the
operations and procedures that they are expected to perform. A Postgraduate Medical
and Dental Board Survey on Postgraduate Training and Career Counselling in 1995
revealed that 68% of House Officers and Registrars did not know whether a particular
person had been designated to be responsible for their training.
4.4 This problem had to be addressed in the countries that the JSG visited. It was
recognised that a clear distinction between time devoted to training and time
allocated to service delivery is necessary, i.e. there should be a period of ‘‘protected
time’’ dedicated to the provision of education.
4.5 The Danish Model of Medical Training outlines that:
• Each Medical Graduate is assigned to a Specialist / Senior Tutor.
• The tutors are obliged to formulate a structured program of education and
training that meets with the criteria of each specialty as set out by the Minister
for Education.
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• The training is tailored to suit each individual taking into account their past
experience, interests and plans.
• Each senior tutor has the responsibility to provide supervision, monitoring and
assessment of the trainee’s progress. This ensures that the Junior Doctor is
knowledgeable, competent and confident in their discipline.
• There is an inbuilt flexibility within the system, which allows for a change in the
training programme should either the Junior Doctor or Senior Tutor feel that this
is necessary.
4.6 A work pattern which incorporates a minimum number of work-based contact hours
with the training consultant each week should be factored into the rostered timetable
of every NCHD and Training Consultant.
4.7 This guarantee of a quality training programme along with the new NCHD Conditions
of Employment Agreement should increase the attractiveness of remaining in Ireland
to carry out post-graduate medical training, and help ameliorate the tendency of
medical graduates to go abroad to further their medical education.
4.8 Consideration should be given to the development of an employment and training
contract, which would encompass both service responsibility and structured training
time for each post.
4.9 Different work attendance patterns e.g. shift working will be required to encompass
sufficient flexibility to ensure that an individual N.C.H.D will be in a position to avail
of structured training time.
4.10 Structured training time requires the trainer be available at the appointed time.
Consideration should be given to protected periods of training time for the trainer
and trainee.
4.11 Reduced working hours exacerbates the current trade off which exists between
service and training needs.
‘‘Training by definition means that output is reduced as both trainee and trainer
need to be present at the same operation and clinic, engaging synchronously
in the same task’’ (R.C.S.I. P9 2000 Team Working in Surgical Practice)
4.12 In light of the legal certainty of the reduced hours of work, there should be a phased
increase in consultant numbers to correspond to a concurrent reduction in NCHD
numbers. The consequential support infrastructure must also be resourced as part of
this process.
4.13 This will need to be complemented with a more structured approach to skills
acquisition e.g. log book with defined targets to monitor exposure to procedures,
responsibility, treatments.
20
4.14 Consideration should be given to promoting flexible training options.
4.15 This structured approach to training in the context of the 48-hour working week may
prove unwelcome in terms of the working practices of a number of consultants.
4.16 Increased and improved interaction and communication between NCHDs, Managers,
Consultants, the Medical Council and Training Bodies is a prerequisite to protect and
improve both the quality of training and service available to doctors and patients
respectively.
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CHAPTER 5
Implementation and
Communication
Implementation
5.1 The implementation of the working hours directive as it applies to N.C.H.D.s provides
many challenges.
5.2 The opportunities afforded by this legislation demand the challenges be met and
reconciled to strategic need.
5.3 The implementation of the legal requirements of 48 hours and the continued
compliance with the working hours directive require a National Task Force be
established.
5.4 This National Task Force should be established with agreed terms of reference to
oversee the implementation process.
5.5 In order to be effective this Task Force should report directly to the Minister for Health
and Children and have clear terms of reference to ensure implementation of its remit.
5.6 A dedicated secretariat should be assigned by the HSEA to the day to day planning,
implementation and monitoring of the application of the Directive by all the
stakeholders. This will require the allocation of additional resources.
5.7 The task force should take responsibility for
• Developing, in consultation with the relevant stakeholders, an implementation
plan.
• The robust central guidance of the implementation process
• A national system of monitoring compliance with working hour’s targets in all
hospitals.
• The development and implementation of a comprehensive local and national
communications policy to ensure understanding of, implementation of, and
continued compliance with agreed targets.
• Inevitably individual and or hospital difficulties will arise in the implementation
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process. Conflict resolution and mediation facilities should be made available
through the aegis of the National Task Force.
• An accreditation process for the successful hospitals.
• A national incentive system for those striving for and achieving success.
5.8 The Task Force should prepare a blueprint for implementation within an agreed
timeframe.
5.9 This blueprint should be submitted to the Minister for approval and should form the
basis of a strategic action plan for change.
5.10 The active participation of the Chief Executive Officers and the Consultant medical
staff in conjunction with the Medical Manpower Manager, where appropriate, will be
crucial to the successful implementation of the Directive.
5.11 The Task Force should be as small as possible but be representative of those
concerned in the process of change, and should have an independent Chairperson.
5.12 Local hospital working groups should be established to implement the Directive.
5.13 Each working group should report and be accountable to the National Task Force.
5.14 The factor common to the U.K., Denmark and the Netherlands is the belief in the
efficacy of robust central guidance and support.
5.15 A representative of the primary health care service should be included in the
membership of the working party, as should a patient representative.
5.16 This group should develop a local action plan, report to the National Task Force and
be responsible for the local implementation of national strategy.
Communications
5.17 Policymakers must adopt a forthright and positive approach to the consequences of
the E.U. directive.
5.18 The implementation of reduced working hours legislation and its implications for the
health service requires to be communicated in three distinct contextual arenas.
• Within the hospital,
• With the professional bodies and representative groups.
• With the general public,
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5.19 There is a requirement for open fora in which Consultants, N.C.H.D.s and managers
communicate with each other on the inherent challenges to be overcome in this
process.
5.20 This must take root in the workplace.
5.21 A working group to drive this communications process should be established in each
hospital.
5.22 This working group should be multidisciplinary. The reduction in N.C.H.D.s working
hours will impact on how and who provides services in our public hospitals.
5.23 Liase locally with public interest groups on the implications of the legal position on
the working hours of doctors in training.
5.24 Communication between all the relevant professional bodies and staff interest groups
needs to be strengthened in order that any decisions / policies which have a bearing
on working hours will be known by all the parties.
5.25 The development and communication of policy often takes place within discrete
groups. There is a collective responsibility on these bodies to ensure broader
discussion of the service implications of decision-making within the health service.
5.26 The quality and sustainability of current services in some locations may be called into
question by the implementation of the directive if experience in other jurisdictions is
to guide us.
5.27 Service provision and location will change and the quality of that service will improve.
This should have significant benefits for the patients and this needs to be
communicated in a positive and coherent manner to all the relevant stakeholders.
5.28 The general public must be prepared for the change in how services are provided.
5.29 A national awareness and education programme should be devised and disseminated
by the National Task Force to prepare public opinion in advance of these
developments.
5.30 The political, social, economic and personal consequences of the reduction in
N.C.H.D. working hours should be debated in the context of improved services and
patient outcomes.
5.31 The general public and their representatives are quite naturally protective and often
proud of local services. They need to understand the benefits of any changes and this
requires good communication.
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5.32 The success of public education programmes in other jurisdictions requires further
examination.
5.33 The challenge will be to ensure a ‘social result’ [Doherty p. 124] which maximises the
return on the health services investment in the implementation of the Directive.
26
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APPENDIX 1
Terms of Reference
Joint Steering Group on NCHD Working Hours
• To agree specification for working hours study
• To select hospital sites for study
• To agree rules for conduct of study
• To act as liaison channel on issues associated with the study
• To select management consultants to undertake the study
• To provide briefing to consultants selected
• To act as principal contact point with the consultants
• To direct the consultancy exercise
• To act as liaison channel with hospitals selected to participate in the study
• To accept the report of the consultants
• To accept/prepare agreed recommendations based on consultants’ findings
• To make recommendations on an implementation strategy for an agreed
programme to reduce N.C.H.D. working hours.
• Any other agreed tasks.
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APPENDIX 2
Joint Steering Group Membership
David Hanly — Chairman (Member of Sub-Group)
Rory Costello — HSEA (Member of Sub-Group)
Dermot Doherty — IMO / NCHD Committee
Trevor Duffy — IMO / NCHD Committee — Replaced Eoin Waters (Member of Sub-Group)
Sheila Earley — Beaumont Hospital
Derek Greene — National Medical Rehabilitation Centre, Dun Laoighre
David Honan — IMO / NCHD Committee
Fintan Hourihan — IMO
Asam Ishtiaq — IMO / NCHD Committee
Michael Molloy — Chairperson IMO / NCHD Committee (Member of Sub-Group, Replaced
Eoin Waters)
Pat O’Byrne — DoHC — Replaced Mary O’Hanlon SEHB
Christy O’Hara — University College Hospital Galway
Michael O’Hagan — St James’s Hospital
Emer O’Shea — Cork University Hospital
Larry O’Reilly — DoHC — Replaced Brendan Phelan DoHC
Secretary to the Group
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APPENDIX 3
Hospitals that Participated in the
PA Study
Major Teaching Hospitals Mater Misericordiae Hospital
Cork University Hospital
Regional Hospitals Limerick Regional Hospital
General Hospitals Wexford General Hospital
Letterkenny General Hospital
Paediatric Hospital /Single Speciality Our Lady’s Hospital for Sick Children
Crumlin
Maternity /Single Speciality National Maternity Hospital
Holles Street
Psychiatry /Single Specialty St Lomans Hospital, Mullingar
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Foreword
INTRODUCTION
The EC Working Time Directive requires Ireland and other Member States to reduce the
working time of doctors in training to 48 hours per week by 2010. Against this background,
the Health Service Employers Agency (HSEA) established a Steering Group in partnership
with the Irish Medical Organisation (IMO) under the independent chairmanship of David
Hanly to report on the implementation of the Working Time Directive in Ireland. PA
Consulting Group was commissioned by the Steering Group to undertake a study of the
current working hours of Non-Consultant Hospital Doctors (NCHDs) to be used to inform
decisions on the implementation of the Directive.
SCOPE AND METHODOLOGY
The study collected data from a representative sample of eight general hospitals and single
speciality hospitals, which between them employ 20% of the total population of NCHDs in
Ireland.
The study methodology consisted of the following elements:
• Diary sheets — all of the 670 NCHDs at the eight study sites were asked to
complete a daily diary sheet during two, two week periods in April and May
2000.
• Activity sampling (shadowing) — this was undertaken across a range of
specialities to verify the results of the diary sheets
• Detailed review of NCHD work patterns at study hospitals
• Workshops with NCHDs
• Meetings with hospital management and Consultants
• Consultation with other key stakeholders.
THE HOURS WORKED BY NCHDs
On the basis of the eight study sites examined, NCHDs are currently working an average of
77 hours per week, considerably in excess of the 48 hour limit proposed by the EC Working
Time Directive. This number of hours include all duty hours, whether working or resting, on
site or at home. Using alternative definitions to calculate working hours reduces the overall
NCHD average from 77 hours/week to 75 hours/week (when out-of-hours rest at home is
excluded) or 68 hours/week (when all out-of-hours rest is excluded).
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The CAUSES OF LONG HOURS
The study identified the following main causes of long working hours for NCHDs:
• Inappropriate working patterns
• Inefficient on call rotas
• Inappropriate activities
• Inadequate rest periods
• Persistent unrostered hours
• Lack of locum cover
• Too few doctors
• Weak monitoring and control arrangements.
PROPOSED WAY FORWARD
The solutions to long NCHD hours fall into three distinct categories:
• Resources (number of doctors, nurses, clinical and administrative support staff,
availability of appropriate equipment and technology)
• Activities (the appropriateness of the activities undertaken by NCHDs)
• Management Arrangements: (work patterns, rotas, rest periods, monitoring and
control arrangements).
There is no one solution or combination of solutions which will be appropriate to all hospitals
and specialities. Every hospital and speciality is unique and, therefore, solutions will only be
effective if they are developed from the bottom up by individual hospitals and specialities,
taking account of local circumstances.
All key stakeholders must work together at a local, regional and national level to achieve the
shared goal of reducing NCHD hours. The proposed framework for this working arrangement
is as follows:
• A National Project Steering Group responsible for co-ordinating action at a
national level.
• Regional Board Planning Groups responsible for co-ordinating action at a
regional level.
• Multidisciplinary Local Hospital Working Groups responsible for developing
practical local action plans to reduce NCHD working hours.
Finally, in order to test the practicalities of developing local action plans to reduce NCHD
working hours, it is propose that the one or more pilot sites be established. This will provide
an opportunity to test and fine tune the proposed way forward, and build confidence that
NCHD hours can be reduced.
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1. Introduction
1.1 BACKGROUND
The EC Working Time Directive requires Ireland and other Member States to reduce
the working time of doctors in training to 48 hours/week within the following nine
year timetable:
• 0-4 years (2001-2004): no limit, but Directive to be adopted into national law
• 5-7 years (2005-2007): limit no higher than 58 hours of work/week
• 8-9 years (2008-2009): limit no higher than 56 hours of work/week
• 9 years + (2010 on): limit of the 48 hours of work/week (or, exceptionally, 52
hours/week for 2 further years.
Further details of the Directive are provided at Appendix A.
Against this background, the Health Service Employers Agency (HSEA) established a
Steering Group in partnership with the Irish Medical Organisation (IMO) under the
independent chairmanship of David Hanly to report on the implementation of the
Working Time Directive in Ireland. PA Consulting Group was commissioned by the
Steering Group to undertake a study of the current working hours of Non-Consultant
Hospital Doctors (NCHDs) to be used to inform decisions on the implementation of
the Directive.
1.2 SCOPE
The study collected data from a representative sample of eight general hospitals and
single speciality hospitals, namely:
• Mater Hospital, Dublin (general teaching hospital)
• Cork University Hospital (general teaching hospital)
• Limerick Regional Hospital (general regional hospital)
• Letterkenny Regional Hospital (general regional hospital)
• Wexford Regional Hospital (general regional hospital)
• National Maternity Hospital, Holles St, Dublin (single speciality hospital —
Maternity)
• Our Lady’s Hospital, Crumlin (single speciality hospital — Paediatrics)
• St Loman’s Hospital, Mullingar (single speciality hospital — Psychiatric)
The eight study sites employ 670 NCHDs in total — this represents some 20% of the
total population of NCHDs in Ireland (3,000). Details of the number of NCHDs at each
study hospital are provided at Appendix B.
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1.3 TERMS OF REFERENCE
The study was required to collect and analyse the following data for each set and
subset of NCHDs:
• Rostered hours
• Actual hours worked
• Distribution of actual hours (normal/ on-call)
• Nature of work undertaken
• Effectiveness of on-call arrangements
• Effectiveness of arrangements to manage NCHD working time
• Access to training for NCHDs
• Leave arrangements for NCHDs.
The study was also required to make recommendations on the way forward in relation
to reducing NCHD hours.
1.4 METHODOLOGY
The study methodology consisted of the following elements:
• Diary sheets — all of the 670 NCHDs at the eight study sites were asked to
complete a daily diary sheet during two week periods in April and May 2000.
The purpose of the diary sheet was to collect data on both the hours worked by
NCHDs (in particular, un-rostered hours) and the activities undertaken during this
time. A blank diary sheet is provided at Appendix C. There was a good response
rate to the diary sheet exercise across hospitals with 336 NCHDs (50%) taking
part and nearly 5,700 diary sheets being collected. Details of the response rate
by hospital site, by speciality and by grade are provided at Appendix D.
• Activity sampling — it is important, particularly when using self-reporting
techniques such as diary sheets, that appropriate arrangements are in place to
ensure that the data collected matches actual experience. Activity sampling is a
recognised methodology for validating self reported time information. For this
study it involved observation by the PA study team of how NCHDs were
spending their time and comparing this with the reported profile provided by the
completed diary sheets. In total, some 1,600 observations were made across a
range of specialities during normal and on-call hours.
• Detailed review of work patterns — the study examined the work patterns of
some 230 speciality grade groups1 of NCHDs at the eight study hospitals to
establish the minimum rostered hours of these groups of NCHDs.
A ‘speciality grade group’ is a collection of NCHDs of a particular grade within a particular speciality at a particular
hospital, for example, the SHOs in Anaesthetics at the Mater Hospital. These NCHD groupings are typically used
as the basis for hospital rosters.
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• Workshops with NCHDs — a series of workshops were organised for NCHDs at
each of the eight study sites to discuss the study findings and consider
opportunities for reducing NCHD working hours.
• Meetings with hospital management and Consultants — meetings were held with
management and Consultants at each of the eight study sites to discuss the study
findings and options for the way forward.
• Consultation with other stakeholders — the study findings and potential way
forward were discussed with a range of other key stakeholders including:
— Department of Health and Children
— Forum on Medical Manpower
— A sample of the Regional Health Boards
— Medical Council
— Post Graduate Medical and Dental Board
— Comhairle na N-Ospideal
PA Consulting Group would like to thank all those who participated in the study.
1.5 REPORT STRUCTURE
The remainder of this report is structured under the following headings:
• Section 2 provides detailed analysis of the hours worked by NCHDs at the eight
study hospitals
• Section 3 examines the causes of long NCHD working hours
• Section 4 considers the way forward in relation to reducing NCHD working
hours.
All aspects of the Terms of Reference other than NCHD training and leave
arrangements are addressed in Sections 2 to 4. Study findings in relation to training
and leave arrangements are provided at Appendices E and F respectively.
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2. The Hours Worked by NCHDs
2.1 INTRODUCTION
On the basis of the eight study sites examined, NCHDs are currently working an
average of 77 hours/week. This is considerably in excess of the limits proposed by the
EC Working Time Directive.
This section of the report explains how the overall average of 77 hours/week has been
calculated and provides detailed analyses of working hours by hospital, by speciality
and by grade.
2.2 CALCULATION OF AVERAGE WORKING HOURS
2.2.1 Definition of Working Hours
There is no universally accepted definition of working hours for NCHDs. In
particular, there are three potential treatments of on-call hours:
1. Include all on-call duty hours, regardless of whether working or resting,
on site or at home; or,
2. Include only on-call hours spent on site (i.e. exclude on-call hours spent
resting at home); or,
3. Include only productive on-call hours on site (i.e. exclude out-of-hours
rest periods on site or at home).
A recent opinion by an Advocate General of the European Court of Justice was
that all time spent at the place of work is to be considered as working time
(this is consistent with the Definition 2 above).
The definition of working hours used in this study is Definition 1 above, i.e.
hours are shown inclusive of all rostered on-call, hours, whether working or
resting, on site or at home. This definition has been used because is the one
with which most stakeholders within the health service in Ireland are familiar.
Using Definitions 2 or 3 above to calculate working hours would reduce the
overall NCHD average from 77 hours/week to 75 hours/week (Definition 2 —
exclude out-of-hours rest at home) or 68 hours/week (Definition 3 — exclude
all out-of-hours rest).
2.2.2 Calculation of Total Working Hours
Total NCHD working hours for each group NCHDs at the eight study hospitals
were calculated by adding together for each NCHD speciality grade group:
• Minimum rostered hours — i.e. the average amount of time that NCHDs
are formally rostered to work in any given week. These were calculated on
the basis of a review of approved hospital rosters, and discussions with
NCHDs and hospital management. Appropriate adjustments were made to
average rostered hours for the existence (or not ) of locum cover for
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periods of annual leave and study leave, and for any time off allowed
following on-call duties.
• Unrostered hours — i.e. the average amount of time that NCHDs spend
working in addition to their formally rostered hours in any given week.
These were calculated using the diary sheet returns, supported by the
results of the activity sampling exercise.
As noted in Section 2.2.1 above, no reduction was made to working hours to
allow for rest received during normal or on-call hours.
2.3 DETAILED ANALYSIS OF WORKING HOURS BY HOSPITAL, SPECIALITY AND SUB-
SPECIALITY AND GRADE
A detailed analysis of average working hours for all hospitals, speciality groups and sub-
specialities, and all grades of NCHDs is provided at Appendix G. Sections 2.4 to 2.6
below provide an analysis of this detailed data by hospital, by speciality group and by
grade.
2.4 WORKING HOURS ANALYSED BY HOSPITAL
Details of the average working hours of NCHDs at each of the eight study hospitals
are shown in Table 2.1 below.
Table 2.1: Average Hours Analysed by Hospital
Hospital Standard Working Additional Unrostered Hours Total Hours
Hours Rostered Hours (before 9am/
(9am-5 pm, (after 5pm, Mon- after 5pm,
Mon-Fri) Fri, & weekends) Mon-Fri)
(hours/week) (hours/week) (hours/week) (hours/week)
Mater 39 25 8 72
Cork 39 36 6 81
Limerick 39 38 5 82
Wexford 39 39 5 83
Letterkenny 39 30 4 73
Hollis St. 39 27 5 71
Crumlin 39 30 8 77
St. Lomans 39 32 0 71
Average 39 32 6 77
Hours shown above include all rostered on-call hours, whether working or resting, on-site or at home.
The table above shows that average working hours are generally higher at the five
general hospitals (72 to 83 hours, with a simple average of 78 hours) than at the three
single speciality hospitals (71 to 77 hours, with a simple average of 73 hours).
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2.5 WORKING HOURS ANALYSED BY SPECIALITY GROUP
Details of the average working hours of NCHDs within each of the eight speciality
groups are shown in Table 2.2 overleaf.
Table 2.2: Average Hours Analysed by Speciality Group
Speciality Group Standard Working Additional Unrostered Hours Total Hours
Hours Rostered Hours (before 9am/
(9am-5 pm, (after 5pm, Mon- after 5pm,
Mon-Fri) Fri, & weekends) Mon-Fri)
(hours/week) (hours/week) (hours/week) (hours/week)
A&E 39 12 0 51
Anaesthetics 39 36 9 84
Medicine 39 27 5 71
Obs & Gynae 39 38 6 83
Paediatric Medicine 39 27 4 70
Psychiatry 39 27 0 66
Radiology/Pathology 39 38 5 82
Surgery 39 41 9 89
Average 39 32 6 77
Hours shown above include all rostered on-call hours, whether working or resting, on-site or at home.
The table above shows that average working hours are generally higher for the theatre-
related speciality groups, namely Anaesthetics (84 hours/week) Obstetrics/Gynaecology
(83 hours/week) and Surgery (89 hours/week).
Average hours in A&E (51 hours/week) are approximately one third lower than the
average for all speciality groups (77 hours/week). This reflects the general use of shift
working patterns by A&E departments rather than the on-call rotas used by other
speciality groups.
2.6 WORKING HOURS ANALYSED BY GRADE
Details of the average working hours of NCHDs within each of the four NCHD grades
are shown in Table 2.3 below.
Table 2.3: Average Hours Analysed by NCHD Grade
Grade Standard Working Additional Unrostered Hours Total Hours
Hours Rostered Hours (before 9am/
(9am-5 pm, (after 5pm, Mon- after 5pm,
Mon-Fri) Fri, & weekends) Mon-Fri)
(hours/week) (hours/week) (hours/week) (hours/week)
Intern 39 29 6 74
SHO 39 31 6 76
Register 39 34 6 79
Specialist Registrar 39 40 7 86
Average 39 32 6 77
Hours shown above include all rostered on-call hours, whether working or resting, on-site or at home.
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The table above shows that average working hours increase in line with NCHD
seniority. This increase is predominantly because of the greater amount of on-call duty
worked by Registrars and Specialist Registrars.
As noted in Section 2.2.1, the definition of working hours used in this study included
all rostered on-call hours, whether working or resting, on-site or at home. The use of
an alternative definition of working hours to exclude (i) rest at home, and (ii) all rest,
has a significant effect on the average working hours of different NCHD grades as
shown in the table below.
Table 2.4: Impact of Excluding Rest Periods on Working Hours by Grade
Grade Total Hours Total Hours Total Hours
Including all Rest Excluding Rest at Home Excluding All Rest
(hours/week) (hours/week) (hours/week)
Intern 74 74 67
SHO 76 75 69
Register 79 71 67
Specialist Registrar 86 79 72
Average 77 75 68
2.7 SUMMARY AND CONCLUSIONS
On the basis of the eight study sites examined, NCHDs are currently working an
average of 77 hours/week. To meet the 2005 and 2010 targets, average NCHD
hours/week will have to reduce by 20 hours (35%) and 26 hours (50%) respectively.
A reduction in hours of this scale will not be achieved without a detailed understanding
of the issues which lead to long hours, and an effective and pragmatic solution to
address these issues.
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3. The Causes of Long NCHD Working Hours
3.1 INTRODUCTION
The development of an effective and pragmatic solution to the problem of long NCHD
working hours requires a detailed understanding of the causes of long hours. These
include:
• Inappropriate working patterns
• Inefficient on call rotas
• Inappropriate activities
• Inadequate rest periods
• Persistent unrostered hours
• No locum cover
• Too few doctors
• Monitoring and control arrangements
Each of these causes is discussed in the following paragraphs.
3.2 INAPPROPRIATE WORKING PATTERNS
It is important that appropriate working patterns (on-call rotas, shifts, etc.) are in place
which ensure that levels of resources are matched to workloads during normal and on-
call hours. Failure to match resources to workloads will result in unnecessarily long
working hours for NCHDs because:
• At times when departments are over-resourced, NCHDs may be working but not
productive
• Conversely, when departments are under-resourced NCHDs may be working
long hours and receiving insufficient rest.
Until recently, on-call rotas were accepted as the normal working pattern for nearly all
doctors. However, recent dramatic changes in health care with new interventions and
a significant increase in emergency admissions means that hospitals are now a 24 hour
business and on-call rotas are no longer appropriate, other than for those specialities
which are quiet during out-of-hours periods. Shift working has now become the normal
working pattern for the acute specialities in countries such as Australia. Shift working
is also widely used in the UK.
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Different Types of Working Patterns
NCHDs are likely to work one of four working patterns:
Normal hours working — doctors generally work from 9am to 5pm Monday to
Friday, with no working during nights or weekends. Suitable for specialities
where no out-of-hours service is required.
On-call rotas — doctors generally work from 9am to 5pm Monday to Friday,
and take it in turn to cover the night (5pm until 9am) and weekends. Suitable
for quiet specialities where the workload is such that doctors are not required
to work for much of the night (since they have also just worked a full day).
Partial shifts — doctors generally work from 9am to 5pm Monday to Friday, but
occasionally work periods of a different duty. Suitable for specialities where
there is a large workload during the day and it is busy out-of-hours e.g.
anaesthetics, general medicine, obs & gynae, general surgery and orthopaedics.
Full shifts — doctors work a range of shifts during normal hours and out-of-hours
which ensure that a constant level of cover is maintained throughout the day
and night. Suitable where the workload is equally high during normal and out-
of-hours e.g. A&E, adult or neonatal ICU.
3.2.1 Study Findings
The 230 speciality grade groups1 examined at study hospitals work the following
working patterns:
• 10 (4%) were working normal hours
• 11 (5%) were working full shifts
• 209 (91%) were working on-call rotas.
Full details of the work patterns in place at the eight study hospitals are
provided at Appendix H.
The only speciality to have introduced shift working at study hospitals was A&
E. Of the six study hospitals with A&E departments, five had introduced shift
working arrangements. The impact of shift working on NCHD working hours is
significant: NCHDs in study sites working in A&E departments work on average
51 hours/week compared with the 77 hours/week average for all specialities.
Of the on-call rotas in place at study hospitals, approximately 80% required
NCHDs to work from 9am one day until 5pm on the next day. The remaining
A ‘speciality grade group’ is a collection of NCHDs of a particular grade within a particular speciality at a particular
hospital, for example, the SHOs in Anaesthetics at the Mater Hospital. These NCHD groupings are typically used
as the basis for hospital rosters.
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20% of rotas allowed NCHDs to take some time off (either a half day or a full
day) on the day following their night on-call. This measure has the effect of
balancing resources during normal and on-call periods and reducing average
NCHD hours.
The scope of the study did not include a detailed examination of workloads
during normal and out-of-hours periods, and it is not therefore possible to say
with certainty that any of the working patterns in place at study hospitals is
inappropriate. Nonetheless, the proportion of NCHDs continuing to work
traditional on-call rotas appears high in the light of two issues.
First, experience in other countries has shown that shift working is more
effective for a number of the specialities which, at study hospitals, continue to
use on-call rotas e.g. Anaesthetics, General Medicine, ICU, Obs & Gynae,
General Surgery and Orthopaedics.
And, second, NCHDs working in Anaesthetics, Medicine, Obs & Gynae,
Paediatric Medicine at study hospitals receive, on average less than 4 hours
rest during any 16 hour on-call period. This indicates a significant out-of-hours
workload in these specialities and, therefore, scope for working patterns which
better match resources to workload during different times of the day.
3.3 INEFFICIENT ON-CALL ROTAS (TIERS OF COVER/ CROSS COVER)
As noted in section 3.2 above, the majority of specialities at study hospitals are working
on-call rotas which generally require NCHDs to work from 9am to 5pm Monday to
Friday, and take it in turn to cover the night (5pm until 9am) and weekends. Where
such rotas are used, it is important to maximise opportunities to pool on-call (out-of-
hours) resources across specialities, grades and hospitals if NCHD working hours are
to be minimised. At the extreme, each department within a particular hospital may be
operating its own on-call rota(s) (perhaps with multiple layers of cover) and there may
be a significantly greater number of NCHDs on-call than is justified by either the volume
or complexity of the workload.
Mechanisms for Pooling On-call Resources
There are three broad mechanisms for pooling on-call resources:
Cross-cover within speciality groups — involves the pooling together of NCHDs
from two or more similar specialities within the same hospital, particularly within
Medicine and Surgery
Cross-cover between NCHD grades — involves the pooling together of NCHDs
of two or more grades within a single speciality
Cross-cover between hospitals — involves the pooling together of NCHDs within
the same speciality from two or more hospitals.
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3.3.1 Study findings
The study identified a number examples of efforts to pool NCHD resources
during on-call periods. Nonetheless, there would appear to be scope for further
pooling to be introduced.
A detailed analysis of the pooling of on-call resources within each of the eight
speciality groups at study hospitals is provided at Appendix I and summarised
below.
A. Cross-Cover within Speciality Groups
The study found strong evidence of cross-cover between the various medical
specialities at study hospitals with the NCHDs from various sub-specialities
combining to operate a general medical rota. In contrast, the study found
limited evidence of any cross-cover between surgical specialities at these
hospitals (other than at intern level) with individual specialities (e.g. ENT,
orthopaedics, plastics, ophthalmology) each operating their own NCHD on-call
rota.
B. Cross-Cover between NCHD Grades
The layers of NCHD cover within each of the main speciality rotas at the eight
study hospitals are summarised in Table 3.1 below.
Table 3.1: Tiers of NCHD Cover Analysed by Study Hospital and Speciality Group
Speciality A&E Tiers Anaesthetics Medicine1 Obs & Paed. Psychiatry Radiology Surgery2
Group of Cover Tiers of Tiers of Gynae Med. Tiers of Tiers of Tiers of
Cover Cover Tiers of Tiers of Cover Cover Cover
Cover Cover
Mater n/a 2 3 1 n/a 1 2 3
Cork n/a 2 3 n/a 1 1 1 3
Limerick n/a 2 3 1 2 n/a n/a 3
Wexford n/a 1 2 1 1 n/a n/a 2
Letterkenny n/a 1 2 2 2 1 n/a 2
Holles Street n/a 1 n/a 2 2 n/a n/a n/a
Crumlin n/a 1 n/a n/a 2 n/a 1 2
St. Lomans n/a n/a n/a n/a n/a 1 n/a n/a
1. Data shown is for general medical rota
2. Data shown is for general surgical data
On the basis of the data collected for this study, it is not possible to say whether
there is scope to reduce some or any of tiers of cover shown above by
introducing or extending the pooling of NCHDs of different grades. However,
the table indicates that the greatest potential for reducing tiers of on-call cover
is in the medical and surgical specialities at the Mater, Cork and Limerick
hospitals. At each hospital there are three different grades of NCHD on call (in
addition to a consultant) in any one night.
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On-call rotas — Case Study 1
The paediatric registrar rota at this study hospital is resourced by one
registrar working 1:3 (there is no Reg cover on 2 out of 3 nights). His
hours, and those of his SHO colleagues (who also work 1:3) could be
reduced by approximately 10 hours/week if they were able to operate a
combined 1:4 registrar/SHO rota.
C. Cross-Cover between Hospitals
The only examples of specialities at study hospitals pooling together on-call
resources with one or more other local hospitals were found in surgery at the
Mater (ENT, ophthalmology and plastics) and Crumlin (ENT). The extent to
which this option is open to hospitals outside the Dublin area is likely to be
limited by their location.
On-call rotas — Case Study 2
The three SHOs working on the ophthalmology rota at this study hospital
share their on-call rota with SHOs from two other hospitals. This pooling
of resources reduces the frequency of the rota at the study hospital from
1:3 to 1:5 (this equates to a reduction of approximately 17 hours/ week).
3.4 INAPPROPRIATE ACTIVITIES
It is important that proper use is made of NCHD time — they should not be expected
routinely to undertake tasks which are inappropriate to their function as doctors. Failure
to confine NCHDs to appropriate activities will add to their overall workload and result
in reduced rest and unnecessarily long working hours.
Types of Inappropriate Activities
Activities which should not routinely be undertaken by NCHDs fall under three
broad headings:
Nursing activities — these include additions to IVs, male catheterisation, siting
of venflons, ordering X rays, spinal anaesthetic top ups, etc. Such activities can
be undertaken by an appropriately trained nurse or midwife, as appropriate.
Clinical support activities — these include ECGs and phlebotomies. Such
activities can be undertaken by ECG technicians and phlebotomists.
Administrative support activities — these include bed booking, looking for X rays,
looking for lab results, portering, etc. Such activities can be undertaken by bed
co-ordinators, ward clerks and porters.
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3.4.1 Study Findings
The 5,700 diary sheet returns indicate that NCHDs spend on average 17%
of their time during normal working hours and 15% during on-call hours on
inappropriate activities. Detailed analyses of inappropriate activities during
normal and on-call hours are at Appendices J and K respectively. Higher level
analysis is provided below.
Verification of Inappropriate Activities Data
The diary sheet returns indicate that NCHDs spend on average 17% of
their time during normal working hours and 15% during on-call hours on
inappropriate activities. The activity sampling exercise broadly confirmed
this figure with those NCHDs included in the sample spending on average
10% of their time during both normal working hours and on-call hours on
inappropriate activities. Thus, it is reasonable to conclude that, on a
normal day, NCHDs are spending approximately one hour on
inappropriate activities, and, during a 16 hour on-call period,
approximately 2 hours on inappropriate activities.
A. Inappropriate Activities by Hospital
Table 3.2 below provides details of the percentage of time spent on
inappropriate activities at each of the eight study hospitals.
Table 3.2: Inappropriate Activities Analysed by Study Hospital
Hospital Inappropriate activities1 Inappropriate activities
during normal hours during on-call hours1
(%) (%)
Mater 20 18
Cork 15 16
Limerick 20 18
Wexford 22 18
Letterkenny 26 20
Holles St. 10 10
Crumlin 11 8
St. Lomans 3 1
Average 17 15
1. Time spent on inappropriate activities as % of total normal day/on-call shift.
The table above shows that the amount of time spent by NCHDs on
inappropriate activities is significantly higher at the five general hospitals than
at the three single speciality hospitals.
None of the study hospitals had introduced a bleep policy as a means of
reducing inappropriate activities.
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B. Inappropriate Activities by Speciality Group
Table 3.3 below provides details of the percentage of time spent on
inappropriate activities in each of the eight speciality groups.
Table 3.3: Inappropriate Activities Analysed by Speciality Group
Speciality Group Inappropriate activities1 Inappropriate activities
during normal hours during on-call hours1
(%) (%)
A&E 17 17
Anaesthetics 4 7
Medicine 23 21
Obs & Gynae 11 13
Paediatric Medicine 20 16
Psychiatry 11 3
Radiology/Pathology 3 4
Surgery 21 16
Average 17 15
1. Time spent on inappropriate activities as % of total normal day/ on-call shift.
The table above shows that the amount of time spent by NCHDs on
inappropriate activities is significantly higher in A&E, Medicine, Paediatric
Medicine and Surgery than in the other speciality groups.
C. Inappropriate Activities by Grade
Table 3.4 below provides details of the percentage of time spent on
inappropriate activities in each of the four NCHD grades.
Table 3.4: Inappropriate Activities Analysed by Grade
Grade Inappropriate activities1 Inappropriate activities
during normal hours during on-call hours1
(%) (%)
Intern 36 37
SHO 16 14
Registrar 9 6
Specialist Registrar 6 8
Average 17 15
1. Time spent on inappropriate activities as % of total normal day/ on-call shift.
The table above shows that Interns undertake a significantly higher proportion
of inappropriate tasks than other NCHD grades.
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D. Examples of Inappropriate Activities at Study Hospitals
A list of all of the inappropriate activities identified during the course of the
study is provided at Appendix L. Some specific case studies are provided below.
Inappropriate Activities — Case Study 1
At this study hospital there is no casualty consultant or registrar, and the
radiologist will not review casualty X rays. As such, when an X ray needs
to be reviewed, the casualty SHO usually has to leave casualty, change
into scrubs and go into theatre where he will ask the surgical registrar to
review the X ray. This happens two or three times a week.
Inappropriate Activities — Case Study 2
At this study hospital, trained phlebotomists have been employed, in part
to reduce the number of inappropriate activities undertaken by NCHDs.
However, the workload of the phlebotomists is so high that they are often
not available and NCHDs are therefore doing some blood tests
themselves. Depending on the anxiety of the patient, this can take 15-20
minutes and several such tests a day for a single NCHD is not uncommon.
Inappropriate Activities — Case Study 3
At this study hospital, trained ECG technicians to undertake all ECG work
during normal hours. During out of hours periods, the ECG service is not
available and NCHDs must carry out any ECGs required. The situation is
made worse by the fact that the hospital does not have an ECG machine
on every floor. This means that NCHDs often have to spend additional
time finding and moving a machine before they can carry out an ECG.
Inappropriate Activities — Case Study 4
During one of the NCHD study workshops at this hospital (1.30 —
2.30pm) an NCHD went to answer a bleep. He returned 20 minutes later
to say that he had to leave to arrange a bed for a transfer. This required
him to ring around wards and appropriate clinical staff to ensure the
transfer went smoothly. In his view much of this work was administrative
and could be handled by non-clinical staff. The total time to deal with the
problem was c.40-50 minutes. He said this type of call was not unusual
during a working day.
Inappropriate Activities — Case Study 5
This study hospital is moving to a film-less, PC-based radiology service.
Over the next five years, PCs will be installed on every ward and ward
doctors to examine patient X rays without having to physically collect
them from the radiology department. This should result in a useful
reduction in inappropriate NCHD activity.
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3.5 INADEQUATE REST PERIODS
Failure to ensure that NCHDs receive adequate protected periods of rest during normal
and, in particular, on-call hours results in unnecessarily long working hours. The full impact
of this issue is dependent on the definition of working hours which is used, in particular
whether periods spent resting on duty are not included in total working hours.
3.5.1 Study Findings
The 5,700 diary sheet returns indicate that NCHDs spend approximately 7%
of their time during normal working hours and 28% of their time during on-call
hours on resting. It is important to note that the study did not seek to collect
information on the lengths of continuos rest received by NCHDs, only the
absolute amount of rest. Thus an NCHD receiving five hours rest during an out-
of-hours on call shift might receive the rest in one block of five hours, or in five
blocks of one hour.
Detailed analyses of rest periods during normal and on-call hours are at
Appendices M and N respectively. Higher level analysis is provided below.
Verification of Rest Periods Data
The diary sheet returns indicate that NCHDs spend on average 7% of
their time during normal working hours and 28% during on-call hours
resting. The activity sampling exercise broadly confirmed this figure with
those NCHDs included in the sample spending on average 11% of their
time during normal working hours and 38% during on call hours resting.
Thus, it is reasonable to conclude that, on a normal day, NCHDs are
spending approximately 45 to 60 minutes resting, and, during a 16 hour
on-call period, approximately five to six hours resting.
A. Rest Periods by Hospital
Table 3.5 below provides details of the percentage of time spent resting at each
of the eight study hospitals.
Table 3.5: Rest Periods Analysed by Study Hospital
Hospital Amount of rest1 during Amount of rest during on-
normal hours call hours1
(%) (%)
Mater 8 36
Cork 5 35
Limerick 7 24
Wexford 7 28
Letterkenny 7 18
Holles St. 7 18
Crumlin 6 19
St. Lomans 9 32
Average 7 28
(10% rest during a normal 8-10 hour shift equates to c.1 hour)
(30% rest during an on-call 16 hour shift equates to c. 5 hours)
1. Time spent on inappropriate activities as % of total normal day/ on-call shift.
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The table above shows that, during normal hours, NCHDs at all study hospitals
spend approximately the same amount of time resting (slightly under one hour).
None of the study hospitals had identified scheduled rest periods for NCHDs
during normal working hours. The activity sampling exercise indicates that the
majority of rest during normal hours is taken between 12 noon and 2 pm.
During on-call hours there is a greater variation in the amount of rest received
by NCHDs. Doctors at the two teaching hospitals receive the greatest amount
of on-call rest (slightly under six hours). On-call rest periods are considerably
lower at most other study hospitals, with NCHDs at Letterkenny, Holles Street
and Crumlin receiving only three hours rest on average.
None of the study hospitals had introduced a bleep policy or other formal
arrangement to protect the amount of rest received by NCHDs during on-call
duties.
Rest Periods — Case Study 1
At this study hospital, NCHDs had introduced an informal arrangement to
maximise the periods of uninterrupted rest during on-call shifts. In those
specialities where more than one NCHD is on-call at any one time, NCHD
#1 will carry NCHD #2’s bleep between, say 12 and 4 am. Roles are
reversed between 4 and 8am. This arrangement is, however, subject to
prevailing workloads.
B. Rest Periods by Speciality Group
Table 3.6 below provides details of the percentage of time spent resting in each
of the eight speciality groups.
Table 3.6: Rest Periods Analysed by Speciality Group
Speciality Group Amount of rest1 during Amount of rest during on-
normal hours call hours1
(%) (%)
A&E 5 5
Anaesthetics 6 21
Medicine 8 25
Obs & Gynae 8 21
Paediatric Medicine 7 19
Psychiatry 7 35
Radiology/Pathology 3 69
Surgery 7 29
Average 7 28
(10% rest during a normal 8-10 hour shift equates to c.1 hour)
(30% rest during an on-call 16 hour shift equates to c. 5 hours)
1. Time spent resting as % of total normal day on-call shift.
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The table above shows that, during normal hours, NCHDs in the majority of
speciality groups spend approximately the same amount of time resting (slightly
under one hour). Rest periods in Radiology/Pathology are somewhat lower
(under half an hour).
During on-call hours the greatest amount of on-call rest is received by NCHDs
working in Radiology/Pathology (11 hours) and Psychiatry (slightly under six
hours). On-call rest periods in other speciality groups range from three hours
(Paediatric Medicine, Obs & Gynae and Anaesthetics) to five hours (Surgery).
C. Rest Periods by Grade
Table 3.7 below provides details of the percentage of time spent resting in each
of the four NCHD grades.
Table 3.7: Rest Periods Analysed by Grade
Grade Rest during On-call rest at On-call rest at Total on-call
normal hours1 home1 work1 rest1
Intern 9 0 24 24
SHO 6 4 18 22
Register 6 21 14 35
Specialist Registrar 7 19 15 34
Average 7 10 18 28
(10% rest during a normal 8-10 hour shift equates to c.1 hour)
(30% rest during an on-call 16 hour shift equates to c. 5 hours)
1. Time spent resting as % of total normal day on-call shift.
The table above shows that, during normal hours, Interns spend a slightly higher
amount of time resting than other NCHD grades.
During on-call periods, Interns and SHOs receive significantly less rest (slightly
under four hours) than their Registrar colleagues (slightly under six hours).
Nearly all of the on-call rest taken by Interns and SHOs is required to be on
the hospital site. Only 40% of the on-call rest taken by the Registrar grades is
on the hospital site, with the balance being taken at their home.
3.6 PERSISTENT UNROSTERED HOURS
NCHDs are generally rostered to work a certain number of hours each week, based
on 39 standard hours (9am to 5pm Monday to Thursday, and 9am to 4pm Friday) plus
local out-of-hours working commitments. In practice, many NCHDs work an additional
number of unrostered hours each week, either by starting before 9am or finishing after
5pm. Failure to control these unrostered hours results in unnecessarily long working
hours for NCHDs.
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3.6.1 Study Findings
The 5,700 diary sheet returns indicate that NCHDs at the eight study hospitals
work on average six unrostered hours per week.
In order to address the problem of unrostered hours, the IMO and HSEA
introduced the ‘‘Persistent Unrostered Mechanism’’ as part of the revised
NCHD contract in 1997. The mechanism requires NCHDs to alert their
consultant to the fact that they are persistently working unrostered hours. The
consultant should then inform hospital management, who in turn endeavour to
put in place alternative arrangements to alleviate the problem. However, the
study found no evidence of any attempt by hospitals to reduce unrostered
hours, through this or any other mechanism.
Analysis of unrostered hours by hospital, speciality group and grade is provided
below.
Verification of Unrostered Hours Data
The diary sheet returns indicate that, on average, NCHDs are working six
unrostered hours/ week i.e. six hours in addition to their minimum
rostered hours. The activity sampling exercise broadly confirmed this
figure with those NCHDs included in the sample working an average of
four unrostered hours/week. Thus, it is reasonable to conclude that, as a
minimum, NCHDs are working their minimum rostered hours, and that
the number of hours worked in excess of this minimum is relatively small
at approximately one hour/day.
A. Unrostered Hours by Hospital
Table 3.8 below provides details of the average unrostered hours worked by
NCHDs at each of the eight study hospitals.
Table 3.8: Unrostered Hours Analysed by Hospital
Hospital Unrostered Hours
(before 9am/after 5pm, Mon-Fri)
(hours-week)
Mater 8
Cork 6
Limerick 5
Wexford 5
Letterkenny 4
Holles St. 5
Crumulin 8
St. Lomans 0
Average 6
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The table above shows that with the exception of St. Lomans hospital, NCHDs
at all study sites work some unrostered hours. The number of unrostered hours
worked varies between four and eight hours/week — highest at the Mater and
Crumlin Hospitals, and lowest at Letterkenny.
B. Unrostered Hours by Speciality Group
Table 3.9 below provides details of the unrostered hours worked by NCHDs
in each of the eight speciality groups.
Table 3.9: Unrostered Hours Analysed by Speciality Group
Speciality Group Unrostered Hours
(before 9am/after 5pm, Mon-Fri)
(hours-week)
A&E 0
Anaesthetics 9
Medicine 5
Obs & Gynae 6
Paediatric Medicine 4
Psychiatry 0
Radiology/Pathology 5
Surgery 9
Average 6
The table above shows significant variation in the number of unrostered hours
worked by each of the main speciality groups. NCHDs in A&E and Psychiatry
do not persistently work beyond their rostered hours, whilst those in Surgery
and Anaesthetics work an average of 9 unrostered hours per week. The activity
sampling exercise identified the need to prepare patients in advance of 9am
theatre lists as a common cause of persistent unrostered hours in these
speciality groups.
Persistent Unrostered Hours — Case Study 1
Orthopaedics NCHDs at this study hospital work on average four
unrostered hours a day. Their day typically starts with a ward round at
6.45am or 7.00am, which lasts for an hour and a half, followed by either
theatre or outpatients clinics. At the end of each day, a further ward round
is carried out before the NCHDs leave at around 6.45pm or 7.00pm.
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Persistent Unrostered Hours — Case Study 2
Medical NCHDs at this study hospital work on average two unrostered
hours a day. Consultant-led ward rounds means that most days start at
8am, whilst a combination of factors, including, late running outpatients’
clinics, backlogs in clinical administration (such as clerking patients), and
end of day ward rounds, all result in a typical day finishing at 6pm rather
than 5pm.
C. Unrostered Hours Analysed by Grade
Table 3.10 below provides details of the number of unrostered hours worked
by the four NCHD grades.
Table 3.10: Unrostered Hours Analysed by Grade
Grade Unrostered Hours
(before 9am/after 5pm, Mon-Fri)
(hours-week)
Intern 6
SHO 6
Register 6
Specialist Registrar 7
Average 6
The table above shows that there was little variation in the number of
unrostered hours worked by different grades of NCHD. With the exception of
Specialist Registrars, who work 7 unrostered hours per week, all other grades
work the average of 6 unrostered hours.
3.7 INADEQUATE LOCUM COVER
NCHDs are entitled to 32 days annual leave and up to 20 additional days study leave
each year. These, and other absences due to prolonged periods of sick leave, may be
covered in one of two ways, either by absorbing the workload of the absent doctor
within the existing rota (known as prospective cover) or by providing locum cover.
With the exception of sick, all leave arrangements are known (or should be known) at
the beginning of each six month rotation.
Prospective cover places an additional burden on the remaining NCHDs, as it increases
the frequency of their on-call rota and adds to their daily workload. Locum cover on
the other hand, helps to minimise the impact of leave, by leaving the number of doctors
unchanged. Failure to provide locum cover for leave results in longer working hours
NCHDs because of the need to absorb leave.
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3.7.1 Study Findings
The study found that at the eight study hospitals, locum cover for leave was
generally not available, resulting in an increase in the hours worked by NCHDs.
As Table 3.11 below shows, locum cover is routinely provided for less than
20% of all of the on-call rotas at study hospitals.
Table 3.11: Availability of Locum Cover by Hospital
Hospital Number of on-call Number of on-call Percentage of
rotas rotas with locum on-call rotas with
cover locum cover (%)
Maher 28 9 32
Cork 30 2 7
Limerick 22 0 0
Wexford 10 0 0
Letterkenny 14 10 71
Holles St. 5 0 0
Crumlin 12 2 17
St. Lomans 1 0 0
Total 122 23 19
It should be noted that, even where a hospital or speciality adopts a policy of
covering leave through locum provision, it is not always possible to obtain
cover. This problem was found to be particularly acute at the regional sites
studied, where it can be very difficult to attract locums.
Availability of Locum Cover — Case Study 1
At two study sites, the absence of locum cover meant that registrar leave
was absorbed within the existing rota. However, because teams were
small, registrars’ workloads and on-call duties were not always covered by
another registrar, but by a less experienced SHO.
3.8 TOO FEW DOCTORS
In order to cover clinical workloads in an efficient and effective manner, it is essential
to ensure that there are adequate numbers of hospital doctors, both trained and in
training. Failure to do so results in longer working hours for NCHDs.
The scope of the study did not include detailed examination of clinical workloads and it
is therefore not possible to say with certainty whether the number of doctors currently
employed at study sites is appropriate. Nonetheless, the number of doctors employed
would appear to be lower than required in the light of two issues.
Firstly the study found that the average weekly hours worked by NCHDs is 77, which
is some 60% above that proposed by the EC Working Time Directive. A reduction in
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hours on this scale implies a fundamental change in the way in which hospital clinical
workloads are resourced.
Secondly, during the course of the study it became clear that several sites were
experiencing significant difficulties even filling current quotas. A number of positions
were still outstanding on July 1, the beginning of the new 6 month rotation period.
It seems likely that no matter what steps are taken to reduce NCHD working hours,
additional doctors must form part of the solution.
3.9 MONITORING AND CONTROL ARRANGEMENTS
Effective monitoring and control of NCHD working hours and workloads, based on co-
operation and communication between hospital management, Consultants and
NCHDs, is essential to ensure that instances of NCHDs working excessive hours are
identified, and the causes of these hours determined and acted upon in an effective
and timely manner.
3.9.1 Study Findings
The study found that arrangements to monitor and control NCHD workloads
and working hours are weak at all of the eight study hospitals. Although
management at the majority of hospitals had a reasonable awareness of the
work patterns and associated rostered NCHD hours in each speciality, none
had introduced arrangements to collect data on total NCHD hours (or
workload) on an ongoing basis.
None of the study hospitals had established a cap on NCHD hours which they
could use as a benchmark to identify instances of excessive hours.
At each site, responsibility for setting and managing NCHD hours is delegated
either to Consultants or senior NCHDs within each specialty, with little or no
management involvement.
NCHDs are not made formally aware of the hours they will be expected to
work until after they have taken up their post. Although each of the eight study
hospitals informed us that all NCHDs receive a contract of employment prior
to taking up their post, these contracts do not contain any speciality-specific
information on the actual hours/week that NCHDs will be expected to work.
Instead, there is a general clause in the contracts which states that NCHDs
‘‘shall not normally be rostered to serve more than an average of 65
hours/week’’.
None of the hospitals studied had made any structured attempt to reduce
NCHD working hours (other than the appointment of full time locums at some
sites for more onerous rotas).
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4. Proposed Way Forward
4.1 INTRODUCTION
The previous sections of this report established that NCHD working hours are
considerably above EC Working Time Directive targets, and identified the main issues
which lead to long hours.
This section of the report proposes a way forward which will address these issues in
an effective and pragmatic way.
4.2 BROAD THEMES FOR CONSIDERATION
The solutions to the problem of long NCHD working hours for NCHDs fall under there
broad categories as illustrated in Figure 4.1 below.
Figure 4.1: Reducing NCHD Hours — Themes for Consideration
Resources
Activities
• number of doctors
• number of nurses, clinical &
administrative support staff
• equipment/technology
Management Arrangements
• working arrangements (work patterns, rotas)
• rest periods
• unrostered hours
• monitoring and control
It is important to note that there is no one solution or combination of solutions to
the problem of excessive NCHD hours which will be appropriate to all hospitals and
specialities. Every hospital and speciality is unique and, therefore, solutions will only be
effective if they are developed from the bottom up by individual hospitals and
specialities, taking account of local circumstances. Examples of particular issues to be
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considered in developing local solutions to the problem of long NCHD hours are set
out in the following paragraphs.
4.2.1 Is the level of Resources appropriate?
In considering whether to change the level of resources within a particular
speciality as a means of reducing NCHD hours, the following issues will be
important:
• Is the number and seniority of NCHDs appropriate for the size and
complexity of the clinical workload during normal hours? And on-call
hours?
• Is the number of trained doctors appropriate for the size and complexity
of the clinical workload during normal hours? And on-call hours?
• Should locums be employed?
• Is the number of non-clinical staff (appropriately trained nurses and
midwives, clinical support and administrative support) appropriate to
minimise the incidence of NCHDs undertaking activities inappropriate
to their function as doctors during normal hours? And on-call hours?
• Is the availability of equipment and technology (e.g. ECG machines, PC-
based X ray service) appropriate to the needs of the speciality during
normal hours? And on-call hours?
4.2.2 Are the Activities being undertaken by NCHDs appropriate?
In considering whether to change the nature of the activities being undertaken
by NCHDs within a particular speciality as a means of reducing NCHD hours,
the following issues will be important:
• Is there clear evidence that NCHDs are undertaking a significant amount
of inappropriate activities? If yes:
• Why are inappropriate activities being undertaken? Is it because of a
lack of sufficient non-clinical staff or other reasons e.g. non-clinical staff
being unwilling or unable to undertake such activities? Is there a bleep
policy? Is it being adhered to? (An example of a bleep policy is provided
at Appendix O.)
• What type of inappropriate activities are being undertaken?
• When are inappropriate activities being undertaken? During normal
hours? On-call hours? Both?
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4.2.3 Are effective Management Arrangements in place in relation to NCHD hours?
In considering the need to change aspects of the management of NCHD hours
as a means of reducing those hours within a particular speciality, the following
issues will be important:
• Is there scope to introduce some form of shift working for NCHDs,
taking account of local circumstances and in particular the out-of-hours
workload?
• If shift working is not feasible but out-of-hours workloads are high, is
there scope to re-organise work patterns through other measures, for
example:
— Arranging time off after a night on-call
— Reducing the number of tiers of NCHD cover and/or increasing
cross-cover
— Employing part-time hospital doctors to augment the pattern or
working and facilitate more flexible working patterns?
• Is there scope to rationalise the number of sites at which a particular
speciality is provided within a particular Health Board area?
• Are effective arrangements in place to ensure that NCHDs receive
reasonable periods of rest, particularly during on-call duties? Is there a
bleep policy? Is it being adhered to?
• Are NCHDs working persistent unrostered hours? If yes, which
specialities and grades are most effected? Are unrostered hours
occurring before 9am, after 5pm, or both? What are the causes of these
early starts and/ or late finishes? Is there scope to change the timings of
theatre sessions, out-patient clinics, ward rounds, etc. to reduce the
number of unrostered hours?
• Are effective arrangements in place to ensure that instances of NCHDs
working excessive hours are identified, and the causes of these hours
determined and acted upon in an effective and timely manner?
4.2.4 Worked Examples
In order to illustrate the complexity of reducing NCHD working hours — in
particular why all of the solutions detailed above will not be relevant in all cases
— two worked examples are provided below. Both examples are based on a
fictitious speciality with six NCHDs (three SHOs and three Registrars), two tiers
of NCHD cover, with both SHOs and Registrars working 1:3 rotas. In Example
1, the intensity of the NCHD workload during normal hours and out-of-hours
is assumed to be relatively low. In example 2, the intensity of the workload
during normal hours and out-of-hours is assumed to be very high.
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Reducing NCHD Hours — Worked Example 1 (High Frequency, Low
Intensity)
For this example, the appropriate options to reduce NCHD hours might
include:
1. Introduce cross-cover either between specialities in the hospital or
across other hospitals
2. Reduce the number of tiers of cover from two to one which would
allow SHOs and Registrars to operate combined 1:6 rota.
Increasing the number of doctors and/or non-clinical staff is unlikely to be
appropriate in this example, since the workload for the existing doctors is
already low.
Reducing NCHD Hours — Worked Example 2 (High Frequency, High
Intensity)
For this example, the appropriate options to reduce NCHD hours might
include:
1. Assign inappropriate administrative tasks such as bed booking,
looking for medical records, x-rays, etc. to administrative or
clerical staff.
2. Assign inappropriate nursing and clinical support activities such
as catheterisations, taking bloods, siting venflons, addition to IVs,
etc. to nurse practitioners, phlebotomists, ECG technicians, etc.
3. Introduce cross-cover with other (less busy) specialities in the
hospital.
4. Introduce shift working.
5. Employ more doctors/ nurses/ clinical support/ admin. support
staff.
4.3 PROPOSED FRAMEWORK FOR ACTION
In order to promote real change, it is essential that all key stakeholders work together
in partnership to achieve a shared goal — to reduce significantly the number of hours
worked by NCHDs to 58 hours/week by 2005 and 48 hours/ week by 2010. It is also
important that these stakeholders operate within an appropriate framework, with
clearly defined roles and responsibilities, deliverables and milestones.
We suggest the following framework within which the stakeholders might operate:
• At a national level, a Project Steering Group with responsibility for:
— The development of a nine year action plan, with appropriate milestones
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— Driving, directing and monitoring progress against the plan
— Ensuring effective co-ordination with other relevant national initiatives e.g.
Forum on Medical Manpower
— Influencing policy development.
• At a regional level, Board Planning Groups with responsibility for:
— Ensuring that local action plans are consistent with the national nine year
plan
— Driving, directing and monitoring progress of local action plans within the
region
— Co-ordinating feedback to the National Steering Group at regional level.
• At a hospital level, multidisciplinary Local Hospital Working Groups with
responsibility for:
— Monitoring the hours and workloads of NCHDs (by speciality and grade)
— Developing practical local action plans
— Providing feedback to the relevant Regional Planning Group.
In order to test the practicalities of developing a local action plan to reduce NCHD
working hours, we propose that the one or more pilot sites be established. This will
provide an opportunity to test and fine tune the proposed way forward, and build
confidence that NCHD hours can be reduced. Key issues will include:
• Whether all appropriate stakeholders have been included in the Local Hospital
Working Groups
• Whether all stakeholders are committed to the change process
• The effectiveness of arrangements for collecting data on NCHD workloads and
working hours
• The amount of time required to prepare the action plan
• The practicality of the local actions being proposed.
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Appendix A: European Working Time Directive
The Council of Ministers adopted Directive 93/104/EC on certain aspects of the organisation
of working time on 23 November 1993.
The essential aims of the Directive are to ensure that workers are protected against adverse
effects on their health and safety caused by working excessively long hours, having
inadequate rest or disruptive working patterns. The Directive provides in particular for :
• A minimum daily rest period of 11 consecutive hours a day
• a rest break where the working day is longer than 6 hours
• a minimum rest period of 1 day a week
• a maximum working week of 48 hours on average including overtime
• 4 weeks’ annual paid holiday
• night workers must not work more than 8 hours in 24 on average.
The Directive contains a number of further provisions relating to the protection of the health
and safety of night workers and shift workers. It also requires measures to be taken so that
the organisation of work according to a certain pattern takes account of the general principle
of adapting work to the worker.
In May 2000, the European Parliament ratified an amendment to the Directive gives all
groups of employees initially excluded from the directive the rights enjoyed by other workers.
However in the case of doctors in training individual countries can, on a temporary basis,
replace the 48 hour weekly limit on work by a higher limit. The Conciliation Committee has
agreed a nine-year timetable for reducing the working time of doctors in training to 48 hours
a week on average as follows:
• 4 years: Member States must adopt the provisions of the directive into national
law within this time ie no new legally binding limit until this is done
• 3 years: the 48 hour limit can be replaced by a limit no higher than 58 hours of
work/week
• 2 years: the 48 hour limit can be replaced by a limit no higher than 56 hours of
work/week.
After this time the 48 hour limit will normally apply in all Member States, with the proviso
that in exceptional circumstances, this transitional period could be extended by two further
periods of 2 years and 1 year. During any such extensions the 48 hour limit could be replaced
by a limit no higher than 52 hours of work/week. Time extensions could be requested by
Member States experiencing ‘‘real difficulties’’ linked to their responsibilities for the delivery
of health services and medical care. Such extensions would be subject to a notification and
justification procedure.
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Appendix B: Details of NCHDs at Study Hospitals
Appendix B1: NCHDs at study hospitals — all hospitals
Speciality Group Number of Number of Number of Number of Number of
NCHDs NCHDs NCHDs NCHDs NCHDs
(Interns) (SHOs) (Registrars) (S. Regs) (Total)
Accident and Emergency, ICU 1 27 21 0 49
Anaesthetics 0 24 33 16 73
Medicine 45 84 61 2 192
Obs and Gynae 2 17 12 2 33
Paediatrics — Medicine 0 26 38 0 64
Psychiatry 0 13 11 1 25
Radiology, Pathology 0 5 15 0 20
Surgery 47 70 79 18 214
Total 95 266 270 39 670
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Appendix B2: NCHDs at study hospitals — Mater Hospital
Speciality Group Number of Number of Number of Number of Number of
NCHDs NCHDs NCHDs NCHDs NCHDs
(Interns) (SHOs) (Registrars) (S. Regs) (Total)
Accident and Emergency, ICU
A&E 0 11 3 0 14
ICU 0 0 0 0 0
Sub-total 0 11 3 0 14
Anaesthetics 0 14 0 6 20
Medicine
Cardiology 2 2 4 0 8
Dermatology 1 1 1 0 3
Diebetology/Endocrinology 3 3 3 0 9
Gastroenterology 0 0 0 0 0
General medicine 2 3 3 0 8
Genito-urinary medicine 5 5 4 0 14
Geriatric medicine 1 2 1 0 4
Haematology 1 3 3 0 7
Infectious diseases 1 2 1 0 4
Neurology 2 1 1 0 4
Oncology 0 0 0 0 0
Radiotherapy 0 0 0 0 0
Respiratory medicine 2 2 1 0 5
Rheumatology 1 1 2 0 4
Sub-total 21 25 24 0 70
Obs and Gynae
Obstetrics 0 0 0 0 0
Gynaecology 1 1 0 0 2
Sub-total 1 1 0 0 2
Paediatrics — Medicine 0 0 0 0 0
Psychiatry
Adult Psychiatry 0 2 2 0 4
Child Psychiatry 0 0 1 1 2
Sub-total 0 2 3 1 6
Radiology, Pathology
Radiology 0 4 4 0 8
Pathology 0 1 2 0 3
Sub-total 0 5 6 0 11
Surgery
Cardio-thoracic 3 1 7 1 12
ENT 1 0 1 1 3
General Surgery 8 5 2 4 19
Neurosurgery 0 0 0 0 0
Ophthalmology 1 3 3 2 9
Oral surgery 0 0 0 0 0
Orthopaedics 3 4 4 1 12
Paediatric surgery 0 0 0 0 0
Plastics 1 0 1 1 3
Urology 2 1 0 1 4
Sub-total 19 14 18 11 62
Total 41 72 54 18 185
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Appendix B3: NCHDs at study hospitals — Cork Hospital
Speciality Group Number of Number of Number of Number of Number of
NCHDs NCHDs NCHDs NCHDs NCHDs
(Interns) (SHOs) (Registrars) (S. Regs) (Total)
Accident and Emergency, ICU
A&E 1 7 4 0 12
ICU 0 0 0 0 0
Sub-total 1 7 4 0 12
Anaesthetics 0 6 11 5 22
Medicine
Cardiology 1 3 3 0 7
Dermatology 0 0 0 0 0
Diebetology/Endocrinology 2 2 2 0 6
Gastroenterology 1 2 2 0 5
General medicine 1 2 2 0 5
Genito-urinary medicine 0 0 0 0 0
Geriatric medicine 2 3 2 0 7
Haematology 1 4 6 0 11
Infectious diseases 1 1 1 0 3
Neurology 2 2 2 0 6
Oncology 0 0 0 0 0
Radiotherapy 0 2 2 0 4
Respiratory medicine 1 1 1 0 3
Rheumatology 1 1 2 0 4
Sub-total 13 23 25 0 61
Obs and Gynae
Obstetrics 0 0 0 0 0
Gynaecology 1 1 0 0 2
Sub-total 1 1 0 0 2
Paediatrics — Medicine 0 0 0 0 6
Psychiatry
Adult Psychiatry 0 5 3 0 8
Child Psychiatry 0 0 0 0 0
Sub-total 0 5 3 0 8
Radiology, Pathology
Radiology 0 0 7 0 7
Pathology 0 0 0 0 0
Sub-total 0 0 7 0 7
Surgery
Cardio-thoracic 0 5 2 1 8
ENT 0 0 0 0 0
General Surgery 5 2 5 1 13
Neurosurgery 2 3 2 0 7
Ophthalmology 0 0 4 3 7
Oral surgery 0 1 1 0 2
Orthopaedics 2 2 8 0 12
Paediatric surgery 0 0 0 0 0
Plastics 2 3 1 2 8
Urology 1 2 1 0 4
Sub-total 12 18 24 7 61
Total 27 60 80 12 179
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Appendix B4: NCHDs at study hospitals — Limerick Hospital
Speciality Group Number of Number of Number of Number of Number of
NCHDs NCHDs NCHDs NCHDs NCHDs
(Interns) (SHOs) (Registrars) (S. Regs) (Total)
Accident and Emergency, ICU
A&E 0 4 7 0 11
ICU 0 0 0 0 0
Sub-total 0 4 7 0 11
Anaesthetics 0 4 6 1 11
Medicine
Cardiology 1 2 1 0 4
Dermatology 0 0 0 0 0
Diebetology/Endocrinology 2 3 2 0 7
Gastroenterology 2 2 1 0 5
General medicine 0 0 0 0 0
Genito-urinary medicine 0 0 0 0 0
Geriatric medicine 2 8 0 2 12
Haematology 0 2 1 0 3
Infectious diseases 0 0 0 0 0
Neurology 0 0 0 0 0
Oncology 0 0 0 0 0
Radiotherapy 0 0 0 0 0
Respiratory medicine 2 3 1 0 6
Rheumatology 0 0 0 0 0
Sub-total 9 20 6 2 37
Obs and Gynae
Obstetrics 0 0 0 0 0
Gynaecology 0 3 0 0 3
Sub-total 0 3 0 0 3
Paediatrics — Medicine 0 6 5 0 11
Psychiatry
Adult Psychiatry 0 0 0 0 0
Child Psychiatry 0 0 0 0 0
Sub-total 0 0 0 0 0
Radiology, Pathology
Radiology 0 0 0 0 0
Pathology 0 0 0 0 0
Sub-total 0 0 0 0 0
Surgery
Cardio-thoracic 0 0 0 0 0
ENT 0 2 2 0 4
General Surgery 6 4 3 0 13
Neurosurgery 0 0 0 0 0
Ophthalmology 0 3 2 0 5
Oral surgery 0 1 1 0 2
Orthopaedics 0 0 6 0 6
Paediatric surgery 0 0 0 0 0
Plastics 0 0 0 0 0
Urology 4 2 2 0 8
Sub-total 10 12 16 0 38
Total 19 49 40 3 111
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Appendix B5: NCHDs at study hospitals — Wexford Hospital
Speciality Group Number of Number of Number of Number of Number of
NCHDs NCHDs NCHDs NCHDs NCHDs
(Interns) (SHOs) (Registrars) (S. Regs) (Total)
Accident and Emergency, ICU
A&E 0 0 0 0 0
ICU 0 0 0 0 0
Sub-total 0 0 0 0 0
Anaesthetics 0 0 3 0 3
Medicine
Cardiology 0 0 0 0 0
Dermatology 0 0 0 0 0
Diebetology/Endocrinology 0 0 0 0 0
Gastroenterology 0 0 0 0 0
General medicine 0 8 3 0 11
Genito-urinary medicine 0 0 0 0 0
Geriatric medicine 0 0 0 0 0
Haematology 0 0 0 0 0
Infectious diseases 0 0 0 0 0
Neurology 0 0 0 0 0
Oncology 0 0 0 0 0
Radiotherapy 0 0 0 0 0
Respiratory medicine 0 0 0 0 0
Rheumatology 0 0 0 0 0
Sub-total 0 8 3 0 11
Obs and Gynae
Obstetrics 0 0 0 0 0
Gynaecology 0 3 2 0 5
Sub-total 0 3 2 0 5
Paediatrics — Medicine 0 3 1 0 4
Psychiatry
Adult Psychiatry 0 0 0 0 0
Child Psychiatry 0 0 0 0 0
Sub-total 0 0 0 0 0
Radiology, Pathology
Radiology 0 0 0 0 0
Pathology 0 0 0 0 0
Sub-total 0 0 0 0 0
Surgery
Cardio-thoracic 0 0 0 0 0
ENT 0 0 0 0 0
General Surgery 2 7 2 0 11
Neurosurgery 0 0 0 0 0
Ophthalmology 0 0 0 0 0
Oral surgery 0 0 0 0 0
Orthopaedics 0 0 0 0 0
Paediatric surgery 0 0 0 0 0
Plastics 0 0 0 0 0
Urology 0 0 0 0 0
Sub-total 2 7 2 0 11
Total 2 21 11 0 34
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Appendix B6: NCHDs at study hospitals — Letterkenny Hospital
Speciality Group Number of Number of Number of Number of Number of
NCHDs NCHDs NCHDs NCHDs NCHDs
(Interns) (SHOs) (Registrars) (S. Regs) (Total)
Accident and Emergency, ICU
A&E 0 3 2 0 5
ICU 0 0 0 0 0
Sub-total 0 3 2 0 5
Anaesthetics 0 0 1 0 1
Medicine
Cardiology 0 0 0 0 0
Dermatology 0 0 0 0 0
Diebetology/Endocrinology 0 0 0 0 0
Gastroenterology 0 0 0 0 0
General medicine 2 5 2 0 9
Genito-urinary medicine 0 0 0 0 0
Geriatric medicine 0 3 1 0 4
Haematology 0 0 0 0 0
Infectious diseases 0 0 0 0 0
Neurology 0 0 0 0 0
Oncology 0 0 0 0 0
Radiotherapy 0 0 0 0 0
Respiratory medicine 0 0 0 0 0
Rheumatology 0 0 0 0 0
Sub-total 2 8 3 0 13
Obs and Gynae
Obstetrics 0 0 0 0 0
Gynaecology 0 3 3 0 6
Sub-total 0 3 3 0 6
Paediatrics — Medicine 0 5 2 0 7
Psychiatry
Adult Psychiatry 0 6 0 0 6
Child Psychiatry 0 0 0 0 0
Sub-total 0 6 0 0 6
Radiology, Pathology
Radiology 0 0 0 0 0
Pathology 0 0 0 0 0
Sub-total 0 0 0 0 0
Surgery
Cardio-thoracic 0 0 0 0 0
ENT 0 0 0 0 0
General Surgery 4 4 3 0 11
Neurosurgery 0 0 0 0 0
Ophthalmology 0 0 0 0 0
Oral surgery 0 0 0 0 0
Orthopaedics 0 5 3 0 8
Paediatric surgery 0 0 0 0 0
Plastics 0 0 0 0 0
Urology 0 0 0 0 0
Sub-total 4 9 6 0 19
Total 6 34 17 0 57
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Appendix B7: NCHDs at study hospitals — National Maternity Hospital
Speciality Group Number of Number of Number of Number of Number of
NCHDs NCHDs NCHDs NCHDs NCHDs
(Interns) (SHOs) (Registrars) (S. Regs) (Total)
Accident and Emergency, ICU
A&E 0 0 0 0 0
ICU 0 0 0 0 0
Sub-total 0 0 0 0 0
Anaesthetics 0 0 5 0 5
Medicine
Cardiology 0 0 0 0 0
Dermatology 0 0 0 0 0
Diebetology/Endocrinology 0 0 0 0 0
Gastroenterology 0 0 0 0 0
General medicine 0 0 0 0 0
Genito-urinary medicine 0 0 0 0 0
Geriatric medicine 0 0 0 0 0
Haematology 0 0 0 0 0
Infectious diseases 0 0 0 0 0
Neurology 0 0 0 0 0
Oncology 0 0 0 0 0
Radiotherapy 0 0 0 0 0
Respiratory medicine 0 0 0 0 0
Rheumatology 0 0 0 0 0
Sub-total 0 0 0 0 0
Obs and Gynae
Obstetrics 0 0 2 0 2
Gynaecology 0 6 5 2 13
Sub-total 0 6 7 2 15
Paediatrics — Medicine 0 0 9 0 9
Psychiatry
Adult Psychiatry 0 0 0 0 0
Child Psychiatry 0 0 0 0 0
Sub-total 0 0 0 0 0
Radiology, Pathology
Radiology 0 0 0 0 0
Pathology 0 0 1 0 1
Sub-total 0 0 1 0 1
Surgery
Cardio-thoracic 0 0 0 0 0
ENT 0 0 0 0 0
General Surgery 0 0 0 0 0
Neurosurgery 0 0 0 0 0
Ophthalmology 0 0 0 0 0
Oral surgery 0 0 0 0 0
Orthopaedics 0 0 0 0 0
Paediatric surgery 0 0 0 0 0
Plastics 0 0 0 0 0
Urology 0 0 0 0 0
Sub-total 0 0 0 0 0
Total 0 6 22 2 30
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Appendix B8: NCHDs at study hospitals — Crumlin
Speciality Group Number of Number of Number of Number of Number of
NCHDs NCHDs NCHDs NCHDs NCHDs
(Interns) (SHOs) (Registrars) (S. Regs) (Total)
Accident and Emergency, ICU
A&E 0 2 5 0 7
ICU 0 0 0 0 0
Sub-total 0 2 5 0 7
Anaesthetics 0 0 7 4 11
Medicine
Cardiology 0 0 0 0 0
Dermatology 0 0 0 0 0
Diebetology/Endocrinology 0 0 0 0 0
Gastroenterology 0 0 0 0 0
General medicine 0 0 0 0 0
Genito-urinary medicine 0 0 0 0 0
Geriatric medicine 0 0 0 0 0
Haematology 0 0 0 0 0
Infectious diseases 0 0 0 0 0
Neurology 0 0 0 0 0
Oncology 0 0 0 0 0
Radiotherapy 0 0 0 0 0
Respiratory medicine 0 0 0 0 0
Rheumatology 0 0 0 0 0
Sub-total 0 0 0 0 0
Obs and Gynae
Obstetrics 0 0 0 0 0
Gynaecology 0 0 0 0 0
Sub-total 0 0 0 0 0
Paediatrics — Medicine 0 12 15 0 27
Psychiatry
Adult Psychiatry 0 0 0 0 0
Child Psychiatry 0 0 0 0 0
Sub-total 0 0 0 0 0
Radiology, Pathology
Radiology 0 0 1 0 1
Pathology 0 0 0 0 0
Sub-total 0 0 1 0 1
Surgery
Cardio-thoracic 0 1 2 0 3
ENT 0 1 1 0 2
General Surgery 0 6 5 0 11
Neurosurgery 0 0 0 0 0
Ophthalmology 0 0 0 0 0
Oral surgery 0 0 0 0 0
Orthopaedics 0 2 4 0 6
Paediatric surgery 0 0 0 0 0
Plastics 0 0 1 0 1
Urology 0 0 0 0 0
Sub-total 0 10 13 0 23
Total 0 24 41 4 69
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Appendix B9: NCHDs at study hospitals — St. Lomans
Speciality Group Number of Number of Number of Number of Number of
NCHDs NCHDs NCHDs NCHDs NCHDs
(Interns) (SHOs) (Registrars) (S. Regs) (Total)
Accident and Emergency, ICU
A&E 0 0 0 0 0
ICU 0 0 0 0 0
Sub-total 0 0 0 0 0
Anaesthetics 0 0 0 0 0
Medicine
Cardiology 0 0 0 0 0
Dermatology 0 0 0 0 0
Diebetology/Endocrinology 0 0 0 0 0
Gastroenterology 0 0 0 0 0
General medicine 0 0 0 0 0
Genito-urinary medicine 0 0 0 0 0
Geriatric medicine 0 0 0 0 0
Haematology 0 0 0 0 0
Infectious diseases 0 0 0 0 0
Neurology 0 0 0 0 0
Oncology 0 0 0 0 0
Radiotherapy 0 0 0 0 0
Respiratory medicine 0 0 0 0 0
Rheumatology 0 0 0 0 0
Sub-total 0 0 0 0 0
Obs and Gynae
Obstetrics 0 0 0 0 0
Gynaecology 0 0 0 0 0
Sub-total 0 0 0 0 0
Paediatrics — Medicine 0 0 0 0 0
Psychiatry
Adult Psychiatry 0 0 5 0 5
Child Psychiatry 0 0 0 0 0
Sub-total 0 0 5 0 5
Radiology, Pathology
Radiology 0 0 0 0 0
Pathology 0 0 0 0 0
Sub-total 0 0 0 0 0
Surgery
Cardio-thoracic 0 0 0 0 0
ENT 0 0 0 0 0
General Surgery 0 0 0 0 0
Neurosurgery 0 0 0 0 0
Ophthalmology 0 0 0 0 0
Oral surgery 0 0 0 0 0
Orthopaedics 0 0 0 0 0
Paediatric surgery 0 0 0 0 0
Plastics 0 0 0 0 0
Urology 0 0 0 0 0
Sub-total 0 0 0 0 0
Total 0 0 5 0 5
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Appendix C: Study Diary Sheet
Study of Non-Consultant Hospital Doctors’ Hours — Diary Sheet
N.B. PLEASE COMPLETE A NEW DIARY SHEET FOR EACH SHIFT (A SHIFT = NORMAL HOURS PLUS OUT OF HOURS, IF ON CALL)
Section 1 — Personal Details
(to be completed by all NCHDs)
Name:
Speciality:
Hospital:
Grade:
Date:
Day:
Section 2 — Day Details (to be completed by all NCHDs)
Type of Day Analysis of Rostered Duty Time: Analysis of Actual Duty Time:
Normal Day Start of normal hours work Start of normal hours
work
On Call Day End of normal hours work End of normal hours
work
Day after on call Start of on call work Start of on call work
Leave/W’end/ End of on call work End of on call work
Public Holiday
Sick leave Total rostered duty hours Total actual duty hours*
*please provide a breakdown of these actual duty hours in section 3 and, if working an on call day, section 4
below.
Section 3: Analysis of work undertaken during normal working hours —
typically weekdays 9.00 a.m. to 5.00 p.m. (please complete this section if
you are working a normal day, on call day or day after on call)
Activities Hours,
Minutes
Work in the wards:
– clinical work ...................................................................................................
– medical/nursing work (i.e. tasks which might be carried out by a nurse
e.g. ECGs, additions to IVs, siting of venflons, phlebotomies, etc.).......
– ward administration (bed booking, looking for X rays, lab results, etc)
Work in the Out-Patients Department (and other clinics, day hospitals,
etc):
– clinical work ...................................................................................................
– medical/nursing work (i.e. tasks which might be carried out by a nurse
e.g. ECGs, additions to IVs, siting of venflons, phlebotomies, etc.).......
– out-patients admin. (bed booking, looking for X rays, lab results, etc)
Work in the Theatre:
– operating time................................................................................................
– other time (time between cases)...............................................................
Work in the Accident and Emergency Department:
– clinical work ...................................................................................................
– medical/nursing work (i.e. tasks which might be carried out by a nurse
e.g. ECGs, additions to IVs, siting of venflons, phlebotomies, etc.).......
– A&E admin. (bed booking, looking for X rays, lab results, etc)..........
Rest Periods:
– General rest periods (coffee, lunch, etc.) ................................................
Clinical Administration (dictating letters to GPs, medical audit, etc.) ...
Time spent off-site on patient transfers or other transfers e.g. organs..
General Administration (team meetings, general hospital meetings, etc.)
Receipt of formal training from consultant..................................................
Attending lectures .............................................................................................
Personal study/library .......................................................................................
Other (please specify) ......................................................................................
Total Actual Time Worked During Normal Hours
Section 4: Analysis of work undertaken during on call hours — typically
weekdays 5.00 p.m. to 9.00 a.m. and weekends (please complete this
section if you are working an on call day)
Activities Hours,
Minutes
Work in the wards:
– clinical work ...................................................................................................
– medical/nursing work (i.e. tasks which might be carried out by a nurse
e.g. ECGs, additions to IVs, siting of venflons, phlebotomies, etc.).......
– ward administration (bed booking, looking for X rays, lab results, etc)
Work in the Out-Patients Department (and other clinics, day hospitals,
etc):
– clinical work ...................................................................................................
– medical/nursing work (i.e. tasks which might be carried out by a nurse
e.g. ECGs, additions to IVs, siting of venflons, phlebotomies, etc.).......
– out-patients admin. (bed booking, looking for X rays, lab results, etc).
Work in the Theatre:
– operating time................................................................................................
– other time (time between cases)...............................................................
Work in the Accident and Emergency Department:
– clinical work ...................................................................................................
– medical/nursing work (i.e. tasks which might be carried out by a nurse
e.g. ECGs, additions to IVs, siting of venflons, phlebotomies, etc.).......
– A&E admin. (bed booking, looking for X rays, lab results, etc)..........
Rest Periods:
Rest period on site ............................................................................................
On call — home .................................................................................................
Clinical Administration (dictating letters to GPs, medical audit, etc.) ...
Time spent off-site on patient transfers or other transfers e.g. organs..
General Administration (team meetings, general hospital meetings, etc.)
Receipt of formal training from consultant..................................................
Other (please specify) ......................................................................................
Total Actual Time Worked During On Call Hours
PLEASE DETAIL BELOW ANY SPECIFIC SUGGESTIONS YOU MAY HAVE TO IMPROVE THE EFFECTIVENESS OF NCHD WORKING
ARRANGEMENTS
PLEASE RETURN YOUR COMPLETED DIARY SHEET TO YOUR SPECIALITY POINT OF CONTACT
THANK YOU FOR YOUR CO-OPERATION.
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Appendix D: Response Rate to Diary Sheet Survey
There was a good response rate to the diary sheet exercise, across hospitals with 336 NCHDs
(50%) taking part, and nearly 5,700 diary sheets being collected.
1. Response Rate by Hospital Site
Hospital Overall Response Rate
(%)
Mater 41
Cork 40
Limerick 53
Wexford 77
Letterkenny 49
Holles St. 84
Crumlin 68
St. Lomans 75
Average 50
2. Response Rate by Speciality
Speciality Group Overall Response Rate
(%)
A&E 46
Anaesthetics 36
Medicine 62
Obs & Gynae 76
Paediatric Medicine 47
Psychiatry 26
Radiology/Pathology 85
Surgery 42
Average 50
3. Response Rate by NCHD Grade
Grade Overall Response Rate
(%)
Intern 60
SHO 55
Registrar 44
Specialist Registrar 36
Average 50
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Appendix E: Training arrangements at Study Hospitals
Introduction
The diary sheet exercise collected information on training and education received by NCHDs
(doctors in training) under three headings:
• Receipt of formal tuition
• Attending lectures
• Personal study / library time.
Study findings by Hospital
The results by hospital are summarised in Table E1 below.
Table E1: Training and Education Time Analysed by Hospital
Hopital Training and Education Training and Education
(% of total normal day’s activities) (minutes per normal day)
Mater 20 4
Cork 24 4
Limerick 15 2
Wexford 21 4
Letterkenny 11 2
Holles St. 20 4
Crumlin 24 4
St. Lomans 40 8
Average 22 4
The table above show that NCHDs at the eight study sites only spend an average of 4% of
their normal working day studying or in receipt of training. The only hospital where NCHDs
reported that they were receiving more than 30 minutes per day training/ education time is
St. Lomans. Time available for training/education is particularly low at Limerick and
Letterkenny.
Study Findings by Speciality
The results by speciality are summarised in Table E2 below.
Table E2: Training and Education Time Analysed by Speciality
Speciality Group Training and Education Training and Education
(minutes per normal day) (% of total normal day’s activities)
A&E 0 0
Anaesthetics 22 3
Medicine 16 3
Obs & Gynae 11 2
Paediatric Medicine 16 4
Psychiatry 32 6
Radiology/Pathology 56 9
Surgery 20 3
Average 22 4
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The study found significant variation in the amount of time spent on training/education by
speciality, with NCHDs in Psychiatry and Radiology/Pathology spending a higher than
average proportion of their normal working day on these activities. The most extreme
example of inadequacies in hospital training is the finding that NCHDs in A&E departments
at study hospitals recorded no time for formal training, lectures or personal study during their
normal working day. This is likely to reflect the intensity of workloads during shift working
patterns and highlights the need for protected teaching time in this and other specialities.
General Conclusions
The general view of NCHDs and Consultants spoken to is that the demands placed on the
health service mean that NCHD (and Consultant) time is, by necessity, focused on service
delivery. As a result, Consultants have limited time to provide any form of structured training
and NCHDs are often too busy to attend that which is provided.
Training and Education — Case Study 1
At this study hospital, the radiology NCHDs are offered structured, Consultant-led
training between 8am and 9am on most weekdays.
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Appendix F: Leave arrangements at study hospitals
The leave entitlements at study sites are in accordance with the 1997 NCHD Contract,
namely:
• All NCHDs at study sites are entitled to annual leave of 32 days a year
• All NCHDs at study sites are entitled are entitled to take study leave of two
weeks per six months prior to an examination or repeat examination for
approved higher degrees or diplomas.
• Maternity leave is paid in accordance with Department of Health Circular 8 of
98.
• Unpaid parental leave is available at discretion of hospital.
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Appendix G: Detailed analysis of NCHD Hours at study hospitals
Appendix G1: Average weekly hours worked by NCHDs — all hospitals
Speciality Group Average Average Average Average Average
Weekly Weekly Weekly Weekly Weekly
Hours Hours Hours Hours Hours
(Interns) (SHOs) (Registrars) (S. Regs) (All NCHDs)
Accident and Emergency, ICU 49 52 52 n/a 51
Anaesthetics n/a 76 88 89 84
Medicine 73 73 66 87 71
Obs and Gynae 72 84 83 81 83
Paediatrics — Medicine n/a 73 68 n/a 70
Psychiatry n/a 68 66 39 66
Radiology, Pathology n/a 75 84 n/a 82
Surgery 79 87 96 91 89
Total 74 76 79 86 77
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Appendix G2: Average weekly hours worked by NCHDs — Mater Hospital
Speciality Group Average Average Average Average Average
Weekly Weekly Weekly Weekly Weekly
Hours Hours Hours Hours Hours
(Interns) (SHOs) (Registrars) (S. Regs) (All NCHDs)
Accident and Emergency, ICU
A&E n/a 51 51 n/a 51
ICU n/a n/a n/a n/a n/a
Sub-total n/a 51 51 n/a 51
Anaesthetics n/a 72 n/a 81 75
Medicine
Cardiology 69 70 63 n/a 67
Dermatology 44 44 44 n/a 44
Diebetology/Endocrinology 65 66 59 n/a 64
Gastroenterology n/a n/a n/a n/a n/a
General medicine 71 72 65 n/a 69
Genito-urinary medicine 65 66 59 n/a 64
Geriatric medicine 63 64 57 n/a 62
Haematology 69 83 83 n/a 81
Infectious diseases 67 68 61 n/a 66
Neurology 69 70 63 n/a 68
Oncology n/a n/a n/a n/a n/a
Radiotherapy n/a n/a n/a n/a n/a
Respiratory medicine 69 70 63 n/a 68
Rheumatology 67 68 61 n/a 65
Sub-total 66 69 64 0 66
Obs and Gynae
Obstetrics n/a n/a n/a n/a n/a
Gynaecology 62 62 n/a n/a 62
Sub-total 62 62 n/a n/a 62
Paediatrics — Medicine n/a n/a n/a n/a n/a
Psychiatry
Adult Psychiatry n/a 68 68 n/a 68
Child Psychiatry n/a n/a 39 39 39
Sub-total n/a 68 58 39 58
Radiology, Pathology
Radiology n/a 79 79 n/a 79
Pathology n/a 57 57 n/a 57
Sub-total n/a 75 72 n/a 73
Surgery
Cardio-thoracic 74 80 104 104 94
ENT 76 n/a 79 94 83
General Surgery 77 83 87 87 82
Neurosurgery n/a n/a n/a n/a n/a
Ophthalmology 76 77 83 83 80
Oral surgery n/a n/a n/a n/a n/a
Orthopaedics 81 88 85 85 85
Paediatric surgery n/a n/a n/a n/a n/a
Plastics 76 n/a 94 94 88
Urology 72 78 n/a 82 76
Sub-total 76 82 92 89 84
Total 70 70 74 81 72
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Appendix G3: Average weekly hours worked by NCHDs — Cork Hospital
Speciality Group Average Average Average Average Average
Weekly Weekly Weekly Weekly Weekly
Hours Hours Hours Hours Hours
(Interns) (SHOs) (Registrars) (S. Regs) (All NCHDs)
Accident and Emergency, ICU
A&E 49 56 71 n/a 60
ICU n/a n/a n/a n/a n/a
Sub-total 49 56 71 n/a 60
Anaesthetics n/a 81 98 98 93
Medicine
Cardiology 80 77 62 n/a 71
Dermatology n/a n/a n/a n/a n/a
Diebetology/Endocrinology 80 77 62 n/a 73
Gastroenterology 80 77 62 n/a 71
General medicine 80 77 62 n/a 71
Genito-urinary medicine n/a n/a n/a n/a n/a
Geriatric medicine 80 77 62 n/a 73
Haematology 80 77 62 n/a 69
Infectious diseases 80 77 62 n/a 73
Neurology 80 77 62 n/a 73
Oncology n/a n/a n/a n/a n/a
Radiotherapy n/a 89 89 n/a 89
Respiratory medicine 80 77 62 n/a 73
Rheumatology 80 77 62 n/a 70
Sub-total 80 78 64 n/a 73
Obs and Gynae
Obstetrics n/a n/a n/a n/a n/a
Gynaecology 89 91 n/a n/a 90
Sub-total 89 91 n/a n/a 90
Paediatrics — Medicine n/a n/a 63 n/a 63
Psychiatry
Adult Psychiatry n/a 65 65 n/a 65
Child Psychiatry n/a n/a n/a n/a n/a
Sub-total n/a 65 65 n/a 65
Radiology, Pathology
Radiology n/a n/a 99 n/a 99
Pathology n/a n/a n/a n/a n/a
Sub-total n/a n/a 99 n/a 99
Surgery
Cardio-thoracic n/a 87 107 107 95
ENT n/a n/a n/a n/a n/a
General Surgery 89 91 103 103 95
Neurosurgery 82 83 103 n/a 88
Ophthalmology n/a n/a 87 87 87
Oral surgery 0 91 103 n/a 97
Orthopaedics 89 91 103 n/a 98
Paediatric surgery n/a n/a n/a n/a n/a
Plastics 89 83 103 103 92
Urology 76 76 76 n/a 76
Sub-total 86 86 99 96 92
Total 80 77 83 95 81
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Appendix G4: Average weekly hours worked by NCHDs — Limerick Hospital
Speciality Group Average Average Average Average Average
Weekly Weekly Weekly Weekly Weekly
Hours Hours Hours Hours Hours
(Interns) (SHOs) (Registrars) (S. Regs) (All NCHDs)
Accident and Emergency, ICU
A&E n/a 49 51 n/a 50
ICU n/a n/a n/a n/a n/a
Sub-total n/a 49 51 n/a 50
Anaesthetics n/a 86 96 96 92
Medicine
Cardiology 85 78 87 n/a 82
Dermatology n/a n/a n/a n/a n/a
Diebetology/Endocrinology 85 78 87 n/a 82
Gastroenterology 81 74 83 n/a 78
General medicine n/a n/a n/a n/a n/a
Genito-urinary medicine n/a n/a n/a n/a n/a
Geriatric medicine 81 83 n/a 83 82
Haematology n/a 76 85 n/a 79
Infectious diseases n/a n/a n/a n/a n/a
Neurology n/a n/a n/a n/a n/a
Oncology n/a n/a n/a n/a n/a
Radiotherapy n/a n/a n/a n/a n/a
Respiratory medicine 81 74 83 n/a 78
Rheumatology n/a n/a n/a n/a n/a
Sub-total 82 79 85 83 81
Obs and Gynae
Obstetrics n/a n/a n/a n/a n/a
Gynaecology n/a 103 n/a n/a 103
Sub-total n/a 103 n/a n/a 103
Paediatrics — Medicine n/a 73 77 n/a 75
Psychiatry
Adult Psychiatry n/a n/a n/a n/a n/a
Child Psychiatry n/a n/a n/a n/a n/a
Sub-total n/a n/a n/a n/a n/a
Radiology, Pathology
Radiology n/a n/a n/a n/a n/a
Pathology n/a n/a n/a n/a n/a
Sub-total n/a n/a n/a n/a n/a
Surgery
Cardio-thoracic n/a n/a n/a n/a n/a
ENT n/a 89 89 n/a 89
General Surgery 80 91 91 n/a 86
Neurosurgery n/a n/a n/a n/a n/a
Ophthalmology n/a 83 83 n/a 83
Oral surgery n/a 128 128 n/a 128
Orthopaedics n/a n/a 79 n/a 79
Paediatric surgery n/a n/a n/a n/a n/a
Plastics n/a n/a n/a n/a n/a
Urology 80 128 128 n/a 104
Sub-total 80 98 92 n/a 91
Total 80 83 82 89 82
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Appendix G5: Average weekly hours worked by NCHDs — Wexford Hospital
Speciality Group Average Average Average Average Average
Weekly Weekly Weekly Weekly Weekly
Hours Hours Hours Hours Hours
(Interns) (SHOs) (Registrars) (S. Regs) (All NCHDs)
Accident and Emergency, ICU
A&E n/a n/a n/a n/a n/a
ICU n/a n/a n/a n/a n/a
Sub-total n/a n/a n/a n/a n/a
Anaesthetics n/a n/a 92 n/a 92
Medicine
Cardiology n/a n/a n/a n/a n/a
Dermatology n/a n/a n/a n/a n/a
Diebetology/Endocrinology n/a n/a n/a n/a n/a
Gastroenterology n/a n/a n/a n/a n/a
General medicine n/a 70 82 n/a 73
Genito-urinary medicine n/a n/a n/a n/a n/a
Geriatric medicine n/a n/a n/a n/a n/a
Haematology n/a n/a n/a n/a n/a
Infectious diseases n/a n/a n/a n/a n/a
Neurology n/a n/a n/a n/a n/a
Oncology n/a n/a n/a n/a n/a
Radiotherapy n/a n/a n/a n/a n/a
Respiratory medicine n/a n/a n/a n/a n/a
Rheumatology n/a n/a n/a n/a n/a
Sub-total n/a 70 82 n/a 73
Obs and Gynae
Obstetrics n/a n/a n/a n/a n/a
Gynaecology n/a 92 82 n/a 88
Sub-total n/a 92 82 n/a 88
Paediatrics — Medicine n/a 69 78 n/a 72
Psychiatry
Adult Psychiatry n/a n/a n/a n/a n/a
Child Psychiatry n/a n/a n/a n/a n/a
Sub-total n/a n/a n/a n/a n/a
Radiology, Pathology
Radiology n/a n/a n/a n/a n/a
Pathology n/a n/a n/a n/a n/a
Sub-total n/a n/a n/a n/a n/a
Surgery
Cardio-thoracic n/a n/a n/a n/a n/a
ENT n/a n/a n/a n/a n/a
General Surgery 67 100 100 n/a 94
Neurosurgery n/a n/a n/a n/a n/a
Ophthalmology n/a n/a n/a n/a n/a
Oral surgery n/a n/a n/a n/a n/a
Orthopaedics n/a n/a n/a n/a n/a
Paediatric surgery n/a n/a n/a n/a n/a
Plastics n/a n/a n/a n/a n/a
Urology 67 n/a n/a n/a n/a
Sub-total 67 100 100 n/a 94
Total 67 83 88 n/a 83
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Appendix G6: Average weekly hours worked by NCHDs — Letterkenny Hospital
Speciality Group Average Average Average Average Average
Weekly Weekly Weekly Weekly Weekly
Hours Hours Hours Hours Hours
(Interns) (SHOs) (Registrars) (S. Regs) (All NCHDs)
Accident and Emergency, ICU
A&E n/a 56 50 n/a 53
ICU n/a n/a n/a n/a n/a
Sub-total n/a 56 50 n/a 53
Anaesthetics n/a n/a 78 n/a 78
Medicine
Cardiology n/a n/a n/a n/a n/a
Dermatology n/a n/a n/a n/a n/a
Diebetology/Endocrinology n/a n/a n/a n/a n/a
Gastroenterology n/a n/a n/a n/a n/a
General medicine 61 61 61 n/a 61
Genito-urinary medicine n/a n/a n/a n/a n/a
Geriatric medicine n/a 61 61 n/a 61
Haematology n/a n/a n/a n/a n/a
Infectious diseases n/a n/a n/a n/a n/a
Neurology n/a n/a n/a n/a n/a
Oncology n/a n/a n/a n/a n/a
Radiotherapy n/a n/a n/a n/a n/a
Respiratory medicine n/a n/a n/a n/a n/a
Rheumatology n/a n/a n/a n/a n/a
Sub-total 61 61 61 n/a 61
Obs and Gynae
Obstetrics n/a n/a n/a n/a n/a
Gynaecology n/a 84 91 n/a 87
Sub-total n/a 84 91 n/a 87
Paediatrics — Medicine n/a 71 84 n/a 74
Psychiatry
Adult Psychiatry n/a 73 n/a n/a 73
Child Psychiatry n/a n/a n/a n/a n/a
Sub-total n/a 73 n/a n/a 73
Radiology, Pathology
Radiology n/a n/a n/a n/a n/a
Pathology n/a n/a n/a n/a n/a
Sub-total n/a n/a n/a n/a n/a
Surgery
Cardio-thoracic n/a n/a n/a n/a n/a
ENT n/a n/a n/a n/a n/a
General Surgery 74 68 91 n/a 76
Neurosurgery n/a n/a n/a n/a n/a
Ophthalmology n/a n/a n/a n/a n/a
Oral surgery n/a n/a n/a n/a n/a
Orthopaedics n/a 83 97 n/a 88
Paediatric surgery n/a n/a n/a n/a n/a
Plastics n/a n/a n/a n/a n/a
Urology n/a n/a n/a n/a n/a
Sub-total 74 77 94 n/a 81
Total 68 71 80 n/a 73
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Appendix G7: Average weekly hours worked by NCHDs — National Maternity Hospital
Speciality Group Average Average Average Average Average
Weekly Weekly Weekly Weekly Weekly
Hours Hours Hours Hours Hours
(Interns) (SHOs) (Registrars) (S. Regs) (All NCHDs)
Accident and Emergency, ICU
A&E n/a n/a n/a n/a n/a
ICU n/a n/a n/a n/a n/a
Sub-total n/a n/a n/a n/a n/a
Anaesthetics 0 n/a 78 n/a 78
Medicine
Cardiology n/a n/a n/a n/a n/a
Dermatology n/a n/a n/a n/a n/a
Diebetology/Endocrinology n/a n/a n/a n/a n/a
Gastroenterology n/a n/a n/a n/a n/a
General medicine n/a n/a n/a n/a n/a
Genito-urinary medicine n/a n/a n/a n/a n/a
Geriatric medicine n/a n/a n/a n/a n/a
Haematology n/a n/a n/a n/a n/a
Infectious diseases n/a n/a n/a n/a n/a
Neurology n/a n/a n/a n/a n/a
Oncology n/a n/a n/a n/a n/a
Radiotherapy n/a n/a n/a n/a n/a
Respiratory medicine n/a n/a n/a n/a n/a
Rheumatology n/a n/a n/a n/a n/a
Sub-total n/a n/a n/a n/a n/a
Obs and Gynae
Obstetrics n/a n/a 79 79 79
Gynaecology n/a 75 79 79 77
Sub-total n/a 75 79 79 78
Paediatrics — Medicine n/a n/a 59 n/a 59
Psychiatry
Adult Psychiatry n/a n/a n/a n/a n/a
Child Psychiatry n/a n/a n/a n/a n/a
Sub-total n/a n/a n/a n/a n/a
Radiology, Pathology
Radiology n/a n/a n/a n/a n/a
Pathology n/a n/a 47 n/a 47
Sub-total n/a n/a 47 n/a 47
Surgery
Cardio-thoracic n/a n/a n/a n/a n/a
ENT n/a n/a n/a n/a n/a
General Surgery n/a n/a n/a n/a n/a
Neurosurgery n/a n/a n/a n/a n/a
Ophthalmology n/a n/a n/a n/a n/a
Oral surgery n/a n/a n/a n/a n/a
Orthopaedics n/a n/a n/a n/a n/a
Paediatric surgery n/a n/a n/a n/a n/a
Plastics n/a n/a n/a n/a n/a
Urology n/a n/a n/a n/a n/a
Sub-total n/a n/a n/a n/a n/a
Total n/a 75 69 80 71
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Appendix G8: Average weekly hours worked by NCHDs — Crumlin Hospital
Speciality Group Average Average Average Average Average
Weekly Weekly Weekly Weekly Weekly
Hours Hours Hours Hours Hours
(Interns) (SHOs) (Registrars) (S. Regs) (All NCHDs)
Accident and Emergency, ICU
A&E n/a 50 40 n/a 43
ICU n/a n/a n/a n/a n/a
Sub-total n/a 50 40 n/a 43
Anaesthetics n/a n/a 71 91 79
Medicine
Cardiology n/a n/a n/a n/a n/a
Dermatology n/a n/a n/a n/a n/a
Diebetology/Endocrinology n/a n/a n/a n/a n/a
Gastroenterology n/a n/a n/a n/a n/a
General medicine n/a n/a n/a n/a n/a
Genito-urinary medicine n/a n/a n/a n/a n/a
Geriatric medicine n/a n/a n/a n/a n/a
Haematology n/a n/a n/a n/a n/a
Infectious diseases n/a n/a n/a n/a n/a
Neurology n/a n/a n/a n/a n/a
Oncology n/a n/a n/a n/a n/a
Radiotherapy n/a n/a n/a n/a n/a
Respiratory medicine n/a n/a n/a n/a n/a
Rheumatology n/a n/a n/a n/a n/a
Sub-total n/a n/a n/a n/a n/a
Obs and Gynae
Obstetrics n/a n/a n/a n/a n/a
Gynaecology n/a n/a n/a n/a n/a
Sub-total n/a n/a n/a n/a n/a
Paediatrics — Medicine n/a 75 71 n/a 73
Psychiatry
Adult Psychiatry n/a n/a n/a n/a n/a
Child Psychiatry n/a n/a n/a n/a n/a
Sub-total n/a n/a n/a n/a n/a
Radiology, Pathology
Radiology n/a n/a 101 n/a 101
Pathology n/a n/a n/a n/a n/a
Sub-total n/a n/a 101 n/a 101
Surgery
Cardio-thoracic n/a 88 132 n/a 117
ENT n/a 73 95 n/a 84
General Surgery n/a 83 95 n/a 88
Neurosurgery n/a n/a n/a n/a n/a
Ophthalmology n/a n/a n/a n/a n/a
Oral surgery n/a n/a n/a n/a n/a
Orthopaedics n/a 83 95 n/a 91
Paediatric surgery n/a n/a n/a n/a n/a
Plastics n/a n/a 95 n/a 95
Urology n/a n/a n/a n/a n/a
Sub-total n/a 82 100 n/a 92
Total n/a 75 77 91 77
87
Appendix G9: Average weekly hours worked by NCHDs — St. Lomans
Speciality Group Average Average Average Average Average
Weekly Weekly Weekly Weekly Weekly
Hours Hours Hours Hours Hours
(Interns) (SHOs) (Registrars) (S. Regs) (All NCHDs)
Accident and Emergency, ICU
A&E n/a n/a n/a n/a n/a
ICU n/a n/a n/a n/a n/a
Sub-total n/a n/a n/a n/a n/a
Anaesthetics n/a n/a n/a n/a n/a
Medicine
Cardiology n/a n/a n/a n/a n/a
Dermatology n/a n/a n/a n/a n/a
Diebetology/Endocrinology n/a n/a n/a n/a n/a
Gastroenterology n/a n/a n/a n/a n/a
General medicine n/a n/a n/a n/a n/a
Genito-urinary medicine n/a n/a n/a n/a n/a
Geriatric medicine n/a n/a n/a n/a n/a
Haematology n/a n/a n/a n/a n/a
Infectious diseases n/a n/a n/a n/a n/a
Neurology n/a n/a n/a n/a n/a
Oncology n/a n/a n/a n/a n/a
Radiotherapy n/a n/a n/a n/a n/a
Respiratory medicine n/a n/a n/a n/a n/a
Rheumatology n/a n/a n/a n/a n/a
Sub-total n/a n/a n/a n/a n/a
Obs and Gynae
Obstetrics n/a n/a n/a n/a n/a
Gynaecology n/a n/a n/a n/a n/a
Sub-total n/a n/a n/a n/a n/a
Paediatrics — Medicine n/a n/a n/a n/a n/a
Psychiatry
Adult Psychiatry n/a n/a 71 n/a 71
Child Psychiatry n/a n/a n/a n/a n/a
Sub-total n/a n/a 71 n/a 71
Radiology, Pathology
Radiology n/a n/a n/a n/a n/a
Pathology n/a n/a n/a n/a n/a
Sub-total n/a n/a n/a n/a n/a
Surgery
Cardio-thoracic n/a n/a n/a n/a n/a
ENT n/a n/a n/a n/a n/a
General Surgery n/a n/a n/a n/a n/a
Neurosurgery n/a n/a n/a n/a n/a
Ophthalmology n/a n/a n/a n/a n/a
Oral surgery n/a n/a n/a n/a n/a
Orthopaedics n/a n/a n/a n/a n/a
Paediatric surgery n/a n/a n/a n/a n/a
Plastics n/a n/a n/a n/a n/a
Urology n/a n/a n/a n/a n/a
Sub-total n/a n/a n/a n/a n/a
Total n/a n/a 71 n/a 71
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Appendix H: Analysis of NCHD Working Patterns At Study
Hospitals
Appendix H1: NCHD Working Patterns — Mater Hospital
Speciality Group Work Patterns Work Patterns Work Patterns Work Patterns
(Interns) (SHOs) (Registrars) (S. Regs)
Accident and Emergency, ICU
A&E n/a shift shift n/a
ICU n/a n/a n/a n/a
Anaesthetics n/a rota n/a rota
Medicine
Cardiology rota rota rota n/a
Dermatology norm day norm day norm day n/a
Diebetology/Endocrinology rota rota rota n/a
Gastroenterology n/a n/a n/a n/a
General medicine rota rota rota n/a
Genito-urinary medicine rota rota rota n/a
Geriatric medicine rota rota rota n/a
Haematology rota rota rota n/a
Infectious diseases rota rota rota n/a
Neurology rota rota rota n/a
Oncology n/a n/a n/a n/a
Radiotherapy n/a n/a n/a n/a
Respiratory medicine rota rota rota n/a
Rheumatology rota rota rota n/a
Obs and Gynae
Obstetrics n/a n/a n/a n/a
Gynaecology norm day + (1) norm day + (1) n/a n/a
Paediatrics — Medicine n/a n/a n/a n/a
Psychiatry
Adult Psychiatry n/a rota rota n/a
Child Psychiatry n/a n/a norm day norm day
Radiology, Pathology
Radiology n/a rota rota n/a
Pathology n/a norm day + (1) norm day + (1) n/a
Surgery
Cardio-thoracic rota rota rota rota
ENT rota n/a rota rota
General Surgery rota rota rota rota
Neurosurgery n/a n/a n/a n/a
Ophthalmology rota rota rota rota
Oral surgery n/a n/a n/a n/a
Orthopaedics rota rota rota rota
Paediatric surgery n/a n/a n/a n/a
Plastics rota rota rota rota
Urology rota rota rota rota
1. NCHDs work normal hours plus a small number of out-of-hours each week.
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Appendix H2: NCHD Working Patterns — Cork Hospital
Speciality Group Work Patterns Work Patterns Work Patterns Work Patterns
(Interns) (SHOs) (Registrars) (S. Regs)
Accident and Emergency, ICU
A&E shift shift shift n/a
ICU n/a n/a n/a n/a
Anaesthetics n/a rota n/a rota
Medicine
Cardiology rota rota rota n/a
Dermatology n/a n/a n/a n/a
Diebetology/Endocrinology rota rota rota n/a
Gastroenterology rota rota rota n/a
General medicine rota rota rota n/a
Genito-urinary medicine n/a n/a n/a n/a
Geriatric medicine rota rota rota n/a
Haematology rota rota rota n/a
Infectious diseases rota rota rota n/a
Neurology rota rota rota n/a
Oncology n/a n/a n/a n/a
Radiotherapy n/a rota rota n/a
Respiratory medicine rota rota rota n/a
Rheumatology rota rota rota n/a
Obs and Gynae
Obstetrics n/a n/a n/a n/a
Gynaecology rota rota n/a n/a
Paediatrics — Medicine n/a n/a n/a n/a
Psychiatry
Adult Psychiatry n/a rota rota n/a
Child Psychiatry n/a n/a n/a n/a
Radiology, Pathology
Radiology n/a n/a rota n/a
Pathology n/a n/a n/a n/a
Surgery
Cardio-thoracic n/a rota rota rota
ENT n/a n/a n/a n/a
General Surgery rota rota rota rota
Neurosurgery rota rota rota n/a
Ophthalmology n/a n/a rota rota
Oral surgery n/a rota rota n/a
Orthopaedics rota rota rota n/a
Paediatric surgery n/a n/a n/a n/a
Plastics rota rota rota rota
Urology rota rota rota n/a
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Appendix H3: NCHD Working Patterns — Limerick Hospital
Speciality Group Work Patterns Work Patterns Work Patterns Work Patterns
(Interns) (SHOs) (Registrars) (S. Regs)
Accident and Emergency, ICU
A&E n/a shift shift n/a
ICU n/a n/a n/a n/a
Anaesthetics n/a rota rota rota
Medicine
Cardiology rota rota rota n/a
Dermatology n/a n/a n/a n/a
Diebetology/Endocrinology rota rota rota n/a
Gastroenterology rota rota rota n/a
General medicine n/a n/a n/a n/a
Genito-urinary medicine n/a n/a n/a n/a
Geriatric medicine rota rota n/a rota
Haematology n/a rota rota n/a
Infectious diseases n/a n/a n/a n/a
Neurology n/a n/a n/a n/a
Oncology n/a n/a n/a n/a
Radiotherapy n/a n/a n/a n/a
Respiratory medicine rota rota rota n/a
Rheumatology n/a n/a n/a n/a
Obs and Gynae
Obstetrics n/a n/a n/a n/a
Gynaecology n/a rota n/a n/a
Paediatrics — Medicine n/a rota rota n/a
Psychiatry
Adult Psychiatry n/a n/a n/a n/a
Child Psychiatry n/a n/a n/a n/a
Radiology, Pathology
Radiology n/a n/a n/a n/a
Pathology n/a n/a n/a n/a
Surgery
Cardio-thoracic n/a n/a n/a n/a
ENT n/a rota rota n/a
General Surgery rota rota rota n/a
Neurosurgery n/a n/a n/a n/a
Ophthalmology n/a rota rota n/a
Oral surgery n/a rota rota n/a
Orthopaedics n/a n/a rota n/a
Paediatric surgery n/a n/a n/a n/a
Plastics n/a n/a n/a n/a
Urology rota rota rota n/a
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Appendix H4: NCHD Working Patterns — Wexford Hospital
Speciality Group Work Patterns Work Patterns Work Patterns Work Patterns
(Interns) (SHOs) (Registrars) (S. Regs)
Accident and Emergency, ICU
A&E n/a n/a n/a n/a
ICU n/a n/a n/a n/a
Anaesthetics n/a n/a rota n/a
Medicine
Cardiology n/a n/a n/a n/a
Dermatology n/a n/a n/a n/a
Diebetology/Endocrinology n/a n/a n/a n/a
Gastroenterology n/a n/a n/a n/a
General medicine n/a rota rota n/a
Genito-urinary medicine n/a n/a n/a n/a
Geriatric medicine n/a n/a n/a n/a
Haematology n/a n/a n/a n/a
Infectious diseases n/a n/a n/a n/a
Neurology n/a n/a n/a n/a
Oncology n/a n/a n/a n/a
Radiotherapy n/a n/a n/a n/a
Respiratory medicine n/a n/a n/a n/a
Rheumatology n/a n/a n/a n/a
Obs and Gynae
Obstetrics n/a n/a n/a n/a
Gynaecology n/a rota rota n/a
Paediatrics — Medicine n/a n/a n/a n/a
Psychiatry
Adult Psychiatry n/a n/a n/a n/a
Child Psychiatry n/a n/a n/a n/a
Radiology, Pathology
Radiology n/a n/a n/a n/a
Pathology n/a n/a n/a n/a
Surgery
Cardio-thoracic n/a n/a n/a n/a
ENT n/a n/a n/a n/a
General Surgery rota rota rota n/a
Neurosurgery n/a n/a n/a n/a
Ophthalmology n/a n/a n/a n/a
Oral surgery n/a n/a n/a n/a
Orthopaedics n/a n/a n/a n/a
Paediatric surgery n/a n/a n/a n/a
Plastics n/a n/a n/a n/a
Urology n/a n/a n/a n/a
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Appendix H5: NCHD Working Patterns — Letterkenny Hospital
Speciality Group Work Patterns Work Patterns Work Patterns Work Patterns
(Interns) (SHOs) (Registrars) (S. Regs)
Accident and Emergency, ICU
A&E n/a shift shift n/a
ICU n/a n/a n/a n/a
Anaesthetics n/a n/a rota n/a
Medicine
Cardiology n/a n/a n/a n/a
Dermatology n/a n/a n/a n/a
Diebetology/Endocrinology n/a n/a n/a n/a
Gastroenterology n/a n/a n/a n/a
General medicine rota rota rota n/a
Genito-urinary medicine n/a n/a n/a n/a
Geriatric medicine n/a rota rota n/a
Haematology n/a n/a n/a n/a
Infectious diseases n/a n/a n/a n/a
Neurology n/a n/a n/a n/a
Oncology n/a n/a n/a n/a
Radiotherapy n/a n/a n/a n/a
Respiratory medicine n/a n/a n/a n/a
Rheumatology n/a n/a n/a n/a
Obs and Gynae
Obstetrics n/a n/a n/a n/a
Gynaecology n/a rota rota n/a
Paediatrics — Medicine n/a rota rota n/a
Psychiatry
Adult Psychiatry n/a rota n/a n/a
Child Psychiatry n/a n/a n/a n/a
Radiology, Pathology
Radiology n/a n/a n/a n/a
Pathology n/a n/a n/a n/a
Surgery
Cardio-thoracic n/a n/a n/a n/a
ENT n/a n/a n/a n/a
General Surgery rota rota rota n/a
Neurosurgery n/a n/a n/a n/a
Ophthalmology n/a n/a n/a n/a
Oral surgery n/a n/a n/a n/a
Orthopaedics n/a rota rota n/a
Paediatric surgery n/a n/a n/a n/a
Plastics n/a n/a n/a n/a
Urology n/a n/a n/a n/a
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Appendix H6: NCHD Working Patterns — National Maternity Hospital
Speciality Group Work Patterns Work Patterns Work Patterns Work Patterns
(Interns) (SHOs) (Registrars) (S. Regs)
Accident and Emergency, ICU
A&E n/a n/a n/a n/a
ICU n/a n/a n/a n/a
Anaesthetics n/a n/a rota n/a
Medicine
Cardiology n/a n/a n/a n/a
Dermatology n/a n/a n/a n/a
Diebetology/Endocrinology n/a n/a n/a n/a
Gastroenterology n/a n/a n/a n/a
General medicine n/a n/a n/a n/a
Genito-urinary medicine n/a n/a n/a n/a
Geriatric medicine n/a n/a n/a n/a
Haematology n/a n/a n/a n/a
Infectious diseases n/a n/a n/a n/a
Neurology n/a n/a n/a n/a
Oncology n/a n/a n/a n/a
Radiotherapy n/a n/a n/a n/a
Respiratory medicine n/a n/a n/a n/a
Rheumatology n/a n/a n/a n/a
Obs and Gynae
Obstetrics n/a n/a rota n/a
Gynaecology n/a rota rota rota
Paediatrics — Medicine n/a n/a rota n/a
Psychiatry
Adult Psychiatry n/a n/a n/a n/a
Child Psychiatry n/a n/a n/a n/a
Radiology, Pathology
Radiology n/a n/a n/a n/a
Pathology n/a n/a norm day n/a
Surgery
Cardio-thoracic n/a n/a n/a n/a
ENT n/a n/a n/a n/a
General Surgery n/a n/a n/a n/a
Neurosurgery n/a n/a n/a n/a
Ophthalmology n/a n/a n/a n/a
Oral surgery n/a n/a n/a n/a
Orthopaedics n/a n/a n/a n/a
Paediatric surgery n/a n/a n/a n/a
Plastics n/a n/a n/a n/a
Urology n/a n/a n/a n/a
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Appendix H7: NCHD Working Patterns — Crumlin Hospital
Speciality Group Work Patterns Work Patterns Work Patterns Work Patterns
(Interns) (SHOs) (Registrars) (S. Regs)
Accident and Emergency, ICU
A&E n/a shift shift n/a
ICU n/a n/a n/a n/a
Anaesthetics n/a n/a rota rota
Medicine
Cardiology n/a n/a n/a n/a
Dermatology n/a n/a n/a n/a
Diebetology/Endocrinology n/a n/a n/a n/a
Gastroenterology n/a n/a n/a n/a
General medicine n/a n/a n/a n/a
Genito-urinary medicine n/a n/a n/a n/a
Geriatric medicine n/a n/a n/a n/a
Haematology n/a n/a n/a n/a
Infectious diseases n/a n/a n/a n/a
Neurology n/a n/a n/a n/a
Oncology n/a n/a n/a n/a
Radiotherapy n/a n/a n/a n/a
Respiratory medicine n/a n/a n/a n/a
Rheumatology n/a n/a n/a n/a
Obs and Gynae
Obstetrics n/a n/a n/a n/a
Gynaecology n/a n/a n/a n/a
Paediatrics — Medicine n/a rota rota n/a
Psychiatry
Adult Psychiatry n/a n/a n/a n/a
Child Psychiatry n/a n/a n/a n/a
Radiology, Pathology
Radiology n/a n/a rota n/a
Pathology n/a n/a n/a n/a
Surgery
Cardio-thoracic n/a rota rota n/a
ENT n/a rota rota n/a
General Surgery n/a rota rota n/a
Neurosurgery n/a n/a n/a n/a
Ophthalmology n/a n/a n/a n/a
Oral surgery n/a n/a n/a n/a
Orthopaedics n/a rota rota n/a
Paediatric surgery n/a n/a n/a n/a
Plastics n/a n/a rota n/a
Urology n/a n/a n/a n/a
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Appendix H8: NCHD Working Patterns — St. Lomans Hospital
Speciality Group Work Patterns Work Patterns Work Patterns Work Patterns
(Interns) (SHOs) (Registrars) (S. Regs)
Accident and Emergency, ICU
A&E n/a n/a n/a n/a
ICU n/a n/a n/a n/a
Anaesthetics n/a n/a n/a n/a
Medicine
Cardiology n/a n/a n/a n/a
Dermatology n/a n/a n/a n/a
Diebetology/Endocrinology n/a n/a n/a n/a
Gastroenterology n/a n/a n/a n/a
General medicine n/a n/a n/a n/a
Genito-urinary medicine n/a n/a n/a n/a
Geriatric medicine n/a n/a n/a n/a
Haematology n/a n/a n/a n/a
Infectious diseases n/a n/a n/a n/a
Neurology n/a n/a n/a n/a
Oncology n/a n/a n/a n/a
Radiotherapy n/a n/a n/a n/a
Respiratory medicine n/a n/a n/a n/a
Rheumatology n/a n/a n/a n/a
Obs and Gynae
Obstetrics n/a n/a n/a n/a
Gynaecology n/a n/a n/a n/a
Paediatrics — Medicine n/a n/a n/a n/a
Psychiatry
Adult Psychiatry n/a n/a rota n/a
Child Psychiatry n/a n/a n/a n/a
Radiology, Pathology
Radiology n/a n/a n/a n/a
Pathology n/a n/a n/a n/a
Surgery
Cardio-thoracic n/a n/a n/a n/a
ENT n/a n/a n/a n/a
General Surgery n/a n/a n/a n/a
Neurosurgery n/a n/a n/a n/a
Ophthalmology n/a n/a n/a n/a
Oral surgery n/a n/a n/a n/a
Orthopaedics n/a n/a n/a n/a
Paediatric surgery n/a n/a n/a n/a
Plastics n/a n/a n/a n/a
Urology n/a n/a n/a n/a
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Appendix I: Analysis of the pooling of On-Call Resources
ACCIDENT AND EMERGENCY
Issue of pooling is not relevant since the A&E departments at study hospitals typically operate
a shift working pattern rather than on-call rotas.
ANAESTHETICS (7 HOSPITALS: MATER, CORK, LIMERICK, WEXFORD, LETTERKENNY,
HOLLES STREET AND CRUMLIN)
Cross-cover within speciality group?
— Not applicable, since there are no other sub-specialities within Anaesthetics.
Cross-cover between grades? (layers of cover)
— Mater: No (2 layers of cover)
— Cork: Yes (2 layers of cover)
— Limerick: No (2 layers of cover)
— Wexford: n/a (1 layer of cover)
— Letterkenny: n/a (1 layer of cover)
— Holles Street: n/a (1 layer of cover)
— Crumlin: n/a (1 layer of cover).
Cross-cover between hospitals?
— No at all seven hospitals.
MEDICINE (5 HOSPITALS: MATER, CORK, LIMERICK, WEXFORD, LETTERKENNY)
Cross-cover within speciality group?
— Mater: Yes, operates a general medical rota plus an oncology rota
— Cork: Yes, operates a general medical rota plus a radiotherapy rota
— Limerick: Yes, operates a general medical rota
— Wexford: Yes, operates a general medical rota
— Letterkenny: Yes, operates a general medical rota.
Cross-cover between grades?
— Mater: No, general medical rota (3 layers of cover); Yes, oncology rota (1 layer of
cover)
— Cork: No, general medical rota (3 layers of cover); Yes, radiotherapy rota (1 layer of
cover)
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— Limerick: No (3 layers of cover)
— Wexford: No (2 layers of cover)
— Letterkenny: Yes (2 layers of cover).
Cross-cover between hospitals?
— No at all five hospitals.
OBS & GYNAE (5 HOSPITALS — MATER, LIMERICK, WEXFORD, LETTERKENNY AND
HOLLES STREET )
Cross-cover within speciality group?
— Not applicable.
Cross-cover between grades?
— Mater: Yes (1 layer of cover)
— Limerick: n/a (1 layer of cover)
— Wexford: Yes (1 layer of cover)
— Letterkenny: No (2 layers of cover)
— Holles Street: Yes (2 layers of cover)
Cross-cover between hospitals?
— No at all five hospitals.
PAEDIATRIC MEDICINE (6 HOSPITALS — CORK, LIMERICK, WEXFORD, LETTERKENNY,
HOLLES STREET AND CRUMLIN)
Cross-cover within speciality group?
— Not applicable.
Cross cover between grades?
— Cork: n/a (1 layer of cover)
— Limerick: No (2 layers of cover)
— Wexford: No (1 layer of cover except for every third night when there are two layers
of cover)
— Letterkenny: No (2 layers of cover)
— Holles Street: No (2 layers of cover)
— Crumlin: No (2 layers of cover).
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Cross cover between hospitals?
— No at all six hospitals.
PSYCHIATRY (4 HOSPITALS: MATER, CORK, LETTERKENNY AND ST. LOMANS)
Cross-cover within speciality group?
— Not applicable.
Cross-cover between grades?
— Mater: Yes (1 layer of cover)
— Cork: Yes (1 layer of cover)
— Letterkenny: n/a (1 layer of cover)
— St Lomans: n/a (1 layer of cover).
Cross-cover between hospitals?
— No at all four hospitals.
RADIOLOGY/ PATHOLOGY (3 HOSPITALS: MATER, CORK AND CRUMLIN)
Cross-cover within speciality group?
— Not applicable.
Cross-cover between grades?
— Mater: Yes (2 layers of cover)
— Cork: n/a (1 layer of cover)
— Crumlin: n/a (1 layer of cover). (At Crumlin there is only one Radiology NCHD (a
registrar) and out-of-hours cover is provided by a combined registrar/consultant rota.)
Cross-cover between hospitals?
— No at all three hospitals.
SURGERY (6 HOSPITALS: MATER, CORK, LIMERICK, WEXFORD, LETTERKENNY AND
CRUMLIN)
Cross-cover within speciality group?
— Mater: Some, operates a general surgical rota plus separate rotas for cardio-thoracic,
ENT, ophthalmology, orthopaedics and plastics
— Cork: Some, operates a general surgical rota plus separate rotas for cardio-thoracic,
neurosurgery, ophthalmology, orthopaedics, plastics and urology.
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— Limerick: Some, operates a general surgical rota plus separate rotas for ENT,
ophthalmology, oral surgery, orthopaedics, and urology.
— Wexford: Yes, operates general surgical rota
— Letterkenny: Some, operates general surgical plus separate orthopaedics rota
— Crumlin: Some, operates a general surgical rota plus separate rotas for cardio-
thoracic, ENT, and orthopaedics.
Cross-cover between grades?
— Mater: Yes, general surgical rota (3 layers of cover); Yes, cardio-thoracic (2 layers of
cover); Yes, ENT (1 layer of cover), Yes, ophthalmology (2 layers of cover), Yes,
orthopaedics (2 layers of cover); and, Yes, plastics (1 layer of cover)
— Cork: Yes, general surgical rota (3 layers of cover); Yes, cardio-thoracic (2 layers of
cover); Yes, neurosurgery (2 layers of cover); Yes, ophthalmology (2 layers of cover);
Yes, orthopaedics (1 layer of cover); n/a, plastics (1 layer of cover); and, Yes, urology
(1 layer of cover).
— Limerick: No, general surgical rota (3 layers of cover); Yes, ENT (1 layer of cover);
Yes, ophthalmology ( 1 layer of cover); Yes, oral surgery (1 layer of cover); n/a,
orthopaedics (1 layer of cover); and, No, urology (2 layers of cover)
— Wexford: No (3 layers of cover, although interns are only required to work to
midnight)
— Letterkenny: No, general surgical rota (2 layers of cover); and, No orthopaedics (2
layers of cover)
— Crumlin: No, general surgical rota (2 layers of cover); No, cardio-thoracic (2 layers of
cover); n/a, ENT (1 layer of cover); and, No, orthopaedics (1 layer of cover).
Cross-cover between hospitals?
— Mater: Yes — ENT, ophthalmology and plastics rotas are shared with other hospitals
in Dublin.
— Cork: No
— Limerick: No
— Wexford: No
— Letterkenny: No
— Crumlin: Yes — ENT rota shared with another Dublin hospital.
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Appendix J: Analyis of Inappropriate Activities — Normal Hours
Appendix J1: Inappropriate Activities During Normal Hours — All Sites
Speciality Group % Time % Time % Time % Time % Time
Spent Spent Spent Spent Spent
(Interns) (SHOs) (Registrars) (S. Regs) (All NCHDs)
% % % % %
Accident and Emergency, ICU 43 16 18 n/a 17
Anaesthetics n/a 7 3 3 4
Medicine 36 20 11 3 23
Obs and Gynae 39 16 5 1 11
Paediatrics — Medicine n/a 29 10 n/a 20
Psychiatry n/a 19 0 n/a 11
Radiology, Pathology n/a 1 5 n/a 3
Surgery 36 15 9 13 21
Total 36 16 9 6 17
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Appendix J2: Inappropriate Activities During Normal Hours — Mater Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a 22 n/a n/a
Anaesthetics n/a 6 n/a 4
Medicine 31 16 14 n/a
Obs and Gynae 22 n/a n/a n/a
Paediatrics — Medicine n/a n/a n/a n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a 0 0 n/a
Surgery 34 16 6 n/a
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Appendix J3: Inappropriate Activities During Normal Hours — Cork Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU 43 11 18 n/a
Anaesthetics n/a 7 4 n/a
Medicine 44 20 14 n/a
Obs and Gynae n/a n/a n/a n/a
Paediatrics — Medicine n/a n/a 11 n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a n/a 13 n/a
Surgery 40 18 7 13
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Appendix J4: Inappropriate Activities During Normal Hours — Limerick Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a 12 18 n/a
Anaesthetics n/a 11 17 n/a
Medicine 43 29 3 n/a
Obs and Gynae n/a 18 n/a n/a
Paediatrics — Medicine n/a 29 14 n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a n/a n/a n/a
Surgery 35 10 5 n/a
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Appendix J5: Inappropriate Activities During Normal Hours — Wexford Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a n/a n/a n/a
Anaesthetics n/a n/a n/a n/a
Medicine n/a 32 13 n/a
Obs and Gynae n/a 35 n/a n/a
Paediatrics — Medicine n/a 20 10 n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a n/a n/a n/a
Surgery 35 13 0 n/a
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Appendix J6: Inappropriate Activities During Normal Hours — Letterkenny Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a 21 n/a n/a
Anaesthetics n/a 0 0 n/a
Medicine 59 23 11 n/a
Obs and Gynae n/a 18 0 n/a
Paediatrics — Medicine n/a 18 n/a n/a
Psychiatry n/a 44 n/a n/a
Radiology, Pathology n/a n/a n/a n/a
Surgery 41 17 3 n/a
106
Appendix J7: Inappropriate Activities During Normal Hours — National Maternity Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a n/a n/a n/a
Anaesthetics n/a n/a 6 n/a
Medicine n/a n/a n/a n/a
Obs and Gynae n/a 14 5 1
Paediatrics — Medicine n/a n/a 17 n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a n/a 13 n/a
Surgery n/a n/a n/a n/a
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Appendix J8: Inappropriate Activities During Normal Hours — Crumlin Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a n/a n/a n/a
Anaesthetics n/a n/a 3 1
Medicine n/a n/a n/a n/a
Obs and Gynae n/a n/a n/a n/a
Paediatrics — Medicine n/a 22 5 n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a n/a n/a n/a
Surgery n/a 16 20 n/a
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Appendix J9: Inappropriate Activities During Normal Hours — St Lomans Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a n/a n/a n/a
Anaesthetics n/a n/a n/a n/a
Medicine n/a n/a n/a n/a
Obs and Gynae n/a n/a n/a n/a
Paediatrics — Medicine n/a n/a n/a n/a
Psychiatry n/a n/a 3 n/a
Radiology, Pathology n/a n/a n/a n/a
Surgery n/a n/a n/a n/a
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Appendix K: Analysis of Inappropriate Activities — Out-of-Hours
Appendix K1: Inappropriate Activities During On-call Hours — All Sites
Speciality Group % Time % Time % Time % Time % Time
Spent Spent Spent Spent Spent
(Interns) (SHOs) (Registrars) (S. Regs) (All NCHDs)
% % % % %
Accident and Emergency, ICU 43 16 18 n/a 17
Anaesthetics n/a 9 7 8 7
Medicine 38 14 7 0 21
Obs and Gynae 31 18 7 6 13
Paediatrics — Medicine n/a 20 8 n/a 16
Psychiatry n/a 4 0 n/a 3
Radiology, Pathology n/a 15 1 n/a 4
Surgery 36 12 7 9 16
Total 37 14 6 8 15
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Appendix K2: Inappropriate Activities During On-call Hours — Mater Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a 22 n/a n/a
Anaesthetics n/a 5 n/a 16
Medicine 38 8 8 n/a
Obs and Gynae 31 n/a n/a n/a
Paediatrics — Medicine n/a n/a n/a n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a n/a 0 n/a
Surgery 35 10 3 2
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Appendix K3: Inappropriate Activities During On-call Hours — Cork Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU 43 11 18 n/a
Anaesthetics n/a 12 18 n/a
Medicine 34 15 17 n/a
Obs and Gynae n/a n/a n/a n/a
Paediatrics — Medicine n/a n/a 12 n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a n/a 3 n/a
Surgery 37 17 9 19
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Appendix K4: Inappropriate Activities During On-call Hours — Limerick Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a 12 18 n/a
Anaesthetics n/a 5 n/a n/a
Medicine 43 14 3 n/a
Obs and Gynae n/a 26 n/a n/a
Paediatrics — Medicine n/a 21 4 n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a n/a n/a n/a
Surgery 39 11 3 n/a
113
Appendix K5: Inappropriate Activities During On-call Hours — Wexford Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a n/a n/a n/a
Anaesthetics n/a n/a n/a n/a
Medicine n/a 13 13 n/a
Obs and Gynae n/a n/a 9 n/a
Paediatrics — Medicine n/a 24 0 n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a n/a n/a n/a
Surgery 34 8 n/a n/a
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Appendix K6: Inappropriate Activities During On-call Hours — Letterkenny Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a 21 n/a n/a
Anaesthetics n/a n/a 0 n/a
Medicine 33 21 n/a n/a
Obs and Gynae n/a 21 n/a n/a
Paediatrics — Medicine n/a 0 n/a n/a
Psychiatry n/a 13 n/a n/a
Radiology, Pathology n/a n/a n/a n/a
Surgery 44 18 n/a n/a
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Appendix K7: Inappropriate Activities During On-call Hours — National Maternity Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a n/a n/a n/a
Anaesthetics n/a n/a 4 n/a
Medicine n/a n/a n/a n/a
Obs and Gynae n/a 18 6 6
Paediatrics — Medicine n/a n/a 11 n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a n/a n/a n/a
Surgery n/a n/a n/a n/a
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Appendix K8: Inappropriate Activities During On-call Hours — Crumlin Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a n/a n/a n/a
Anaesthetics n/a n/a 3 2
Medicine n/a n/a n/a n/a
Obs and Gynae n/a n/a n/a n/a
Paediatrics — Medicine n/a 9 n/a n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a n/a n/a n/a
Surgery n/a 10 16 n/a
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Appendix K9: Inappropriate Activities During On-call Hours — St Lomans Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a n/a n/a n/a
Anaesthetics n/a n/a n/a n/a
Medicine n/a n/a n/a n/a
Obs and Gynae n/a n/a n/a n/a
Paediatrics — Medicine n/a n/a n/a n/a
Psychiatry n/a n/a 0 n/a
Radiology, Pathology n/a n/a n/a n/a
Surgery n/a n/a n/a n/a
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Appendix L: Inappropriate Activities Identified During Study
The following examples of inappropriate activities being undertaken by NCHDs at study
hospitals were identified during the course of the study.
• Booking beds
• basic patient administration
• routine phlebotomies
• portering of patients to X ray
• collection of patient X rays
• obtaining lab results
• organising ultrasound tests
• administering IV antibiotics
• delivering bloods and blood cultures to laboratories
• male catheterisation
• performing ECGs
• siting venflons.
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Appendix M: Analyis of Rest periods — Normal hours
Appendix M1: Rest Periods During Normal Hours — All Sites
Speciality Group % Time % Time % Time % Time % Time
Spent Spent Spent Spent Spent
(Interns) (SHOs) (Registrars) (S. Regs) (All NCHDs)
% % % % %
Accident and Emergency, ICU 13 6 3 n/a 5
Anaesthetics n/a 5 7 7 6
Medicine 9 8 6 9 8
Obs and Gynae 12 7 8 7 8
Paediatrics — Medicine n/a 6 7 n/a 7
Psychiatry n/a 5 11 n/a 7
Radiology, Pathology n/a 1 6 n/a 3
Surgery 10 6 5 7 7
Total 9 6 6 7 7
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Appendix M2: Rest Periods During Normal Hours — Mater Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a 5 n/a n/a
Anaesthetics n/a 5 n/a 8
Medicine 9 7 6 n/a
Obs and Gynae 12 n/a n/a n/a
Paediatrics — Medicine n/a n/a n/a n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a 5 8 n/a
Surgery 9 7 5 n/a
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Appendix M3: Rest Periods During Normal Hours — Cork Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU 13 7 5 n/a
Anaesthetics n/a 3 3 n/a
Medicine 10 9 6 n/a
Obs and Gynae n/a n/a n/a n/a
Paediatrics — Medicine n/a n/a 7 n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a n/a 1 n/a
Surgery 11 6 3 7
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Appendix M4: Rest Periods During Normal Hours — Limerick Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a 2 3 n/a
Anaesthetics n/a 8 17 n/a
Medicine 10 9 3 n/a
Obs and Gynae n/a 8 n/a n/a
Paediatrics — Medicine n/a 7 10 n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a n/a n/a n/a
Surgery 12 7 7 n/a
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Appendix M5: Rest Periods During Normal Hours — Wexford Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a n/a n/a n/a
Anaesthetics n/a n/a n/a n/a
Medicine n/a 7 5 n/a
Obs and Gynae n/a n/a n/a n/a
Paediatrics — Medicine n/a 5 4 n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a n/a n/a n/a
Surgery 7 5 50 n/a
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Appendix M6: Rest Periods During Normal Hours — Letterkenny Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a 9 n/a n/a
Anaesthetics n/a n/a 6 n/a
Medicine 8 7 11 n/a
Obs and Gynae n/a 11 n/a n/a
Paediatrics — Medicine n/a 9 n/a n/a
Psychiatry n/a 1 n/a n/a
Radiology, Pathology n/a n/a n/a n/a
Surgery 8 4 4 n/a
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Appendix M7: Rest Periods During Normal Hours — National Maternity Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a n/a n/a n/a
Anaesthetics n/a n/a 8 n/a
Medicine n/a n/a n/a n/a
Obs and Gynae n/a 6 8 7
Paediatrics — Medicine n/a n/a 7 n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a n/a 5 n/a
Surgery n/a n/a n/a n/a
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Appendix M8: Rest Periods During Normal Hours — Crumlin Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a n/a n/a n/a
Anaesthetics n/a n/a 5 4
Medicine n/a n/a n/a n/a
Obs and Gynae n/a n/a n/a n/a
Paediatrics — Medicine n/a 5 5 n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a n/a n/a n/a
Surgery n/a 5 4 n/a
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Appendix M9: Rest Periods During Normal Hours — St Lomans Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a n/a n/a n/a
Anaesthetics n/a n/a n/a n/a
Medicine n/a n/a n/a n/a
Obs and Gynae n/a n/a n/a n/a
Paediatrics — Medicine n/a n/a n/a n/a
Psychiatry n/a n/a 9 n/a
Radiology, Pathology n/a n/a n/a n/a
Surgery n/a n/a n/a n/a
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Appendix N: Analysis of Rest Periods — Out-of-hours
Appendix N1: Rest Periods During On-call Hours — All Sites
Speciality Group % Time % Time % Time % Time % Time
Spent Spent Spent Spent Spent
(Interns) (SHOs) (Registrars) (S. Regs) (All NCHDs)
% % % % %
Accident and Emergency, ICU 13 6 3 n/a 5
Anaesthetics n/a 10 24 23 21
Medicine 23 22 31 69 25
Obs and Gynae 22 17 26 22 21
Paediatrics — Medicine n/a 16 26 n/a 19
Psychiatry n/a 36 34 n/a 35
Radiology, Pathology n/a 49 74 n/a 69
Surgery 24 25 40 42 29
Total 24 22 35 34 28
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Appendix N2: Rest Periods During On-call Hours — Mater Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a 5 n/a n/a
Anaesthetics n/a 11 n/a 25
Medicine 23 23 68 n/a
Obs and Gynae 22 n/a n/a n/a
Paediatrics — Medicine n/a n/a n/a n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a n/a 77 n/a
Surgery 25 34 51 72
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Appendix N3: Rest Periods During On-call Hours — Cork Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU 13 7 5 n/a
Anaesthetics n/a 5 32 n/a
Medicine 28 25 27 n/a
Obs and Gynae n/a n/a n/a n/a
Paediatrics — Medicine n/a n/a 27 n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a n/a 67 n/a
Surgery 31 30 44 29
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Appendix N4: Rest Periods During On-call Hours — Limerick Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a 2 3 n/a
Anaesthetics n/a 11 n/a n/a
Medicine 23 26 23 n/a
Obs and Gynae n/a 26 n/a n/a
Paediatrics — Medicine n/a 15 22 n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a n/a n/a n/a
Surgery 28 17 45 n/a
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Appendix N5: Rest Periods During On-call Hours — Wexford Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a n/a n/a n/a
Anaesthetics n/a n/a n/a n/a
Medicine n/a 32 31 n/a
Obs and Gynae n/a n/a 41 n/a
Paediatrics — Medicine n/a 25 44 n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a n/a n/a n/a
Surgery n/a 9 25 n/a
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Appendix N6: Rest Periods During On-call Hours — Letterkenny Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a 9 n/a n/a
Anaesthetics n/a n/a 18 n/a
Medicine 11 15 n/a n/a
Obs and Gynae n/a 17 n/a n/a
Paediatrics — Medicine n/a 34 n/a n/a
Psychiatry n/a 46 n/a n/a
Radiology, Pathology n/a n/a n/a n/a
Surgery 27 5 n/a n/a
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Appendix N7: Rest Periods During On-call Hours — National Maternity Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a n/a n/a n/a
Anaesthetics n/a n/a 20 n/a
Medicine n/a n/a n/a n/a
Obs and Gynae n/a 18 21 22
Paediatrics — Medicine n/a n/a 21 n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a n/a n/a n/a
Surgery n/a n/a n/a n/a
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Appendix N8: Rest Periods During On-call Hours — Crumlin Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a n/a n/a n/a
Anaesthetics n/a n/a 32 21
Medicine n/a n/a n/a n/a
Obs and Gynae n/a n/a n/a n/a
Paediatrics — Medicine n/a 8 n/a n/a
Psychiatry n/a n/a n/a n/a
Radiology, Pathology n/a n/a n/a n/a
Surgery n/a 18 25 n/a
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Appendix N9: Rest Periods During On-call Hours — St Lomans Hospital
Speciality Group % Time Spent % Time Spent % Time Spent % Time Spent
(Interns) (SHOs) (Registrars) (S. Regs)
% % % %
Accident and Emergency, ICU n/a n/a n/a n/a
Anaesthetics n/a n/a n/a n/a
Medicine n/a n/a n/a n/a
Obs and Gynae n/a n/a n/a n/a
Paediatrics — Medicine n/a n/a n/a n/a
Psychiatry n/a n/a 32 n/a
Radiology, Pathology n/a n/a n/a n/a
Surgery n/a n/a n/a n/a
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Appendix O: Example of Bleep Policy
This policy is intended to build on the good practice already taking place on the wards and
to enhance communication between nursing and medical staff in line with the New Deal
(government regulations) on junior doctors’ hours. It will apply to all adult wards.
The policy will apply after 5pm, weekends and bank holidays.
This policy will also apply between 12:30 and 2:00pm weekdays to allow junior doctors to
attend training sessions and educational meetings.
The policy is as follows:
• Doctors will regularly visit wards when working out of hours at pre-agreed times
and before going to bed to carry out routine duties (times to be agreed in each
department). A list of duties to be done will be made by nursing staff for the
doctor’s visit
• The general bleep system will be used only for urgent calls out of hours
• The decision to bleep will go through the senior ward nurse/team leader who
will assess the urgency of the request and use his/her professional discretion as
to whether or not a call needs to be made
• The night co-ordinator’s role will be utilised. He/she should usually be bleeped
to undertake tasks that he/she is qualified to do before bleeping the doctor —
this applies particularly after midnight.
In addition, relatives requesting to see the doctor about stable patients should be encouraged
to book appointments with the patient’s own team of doctors during the day when more
senior doctors will also be available as the on-call doctor will not usually know the patient’s
details.
Guidance notes:
The following are examples of situations when the bleep system should not usually be used,
but can wait for the doctor’s next routine visit:
• Routine fluid/drug chart writing
• Routine venflons/IV’s where no trained nursing staff available
• Non-urgent observations/symptoms
• Assessing minor falls/accidents — the patient’s own doctor can be informed the
next morning if the accident occurs after midnight and the patient does not
require medical attention.
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Obviously where there is any doubt in a situation the nursing staff should feel free to bleep
the doctor for advice. However, calls to the doctor — especially after midnight — should be
filtered by a senior nurse, either the night sister or the nurse in charge of the ward/team.
Doctors should not be bleeped as a routine by students or non-qualified staff.
Consultants and juniors should liaise with nursing staff as to the best times to visit the wards
routinely when working out of hours. Allowing for emergencies, doctors should stick to those
times.
There should be a system on the wards whereby relatives can make an appointment to see
the consultant/other doctors on the team during the working day at a mutually convenient
time.
(Source: New Deal Good Practice Guide, NHS Executive)
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APPENDIX 5
Site Visits Carried Out by the
Joint Steering Group
The JSG decided that it would be beneficial to the production of a report on NCHD Working
Hours to carry out a number of site visits to some of our European neighbours with a view
to understanding how that country has, or plans to address the issue of reducing the working
time for Junior Doctors. While the group recognised that we may not be comparing ‘‘like
with like’’, as the influencing factors will vary from country to country and hospital to hospital,
it was felt that understanding the approach being taken elsewhere would be very helpful to
our own deliberations.
Consequently, site visits to the U.K., Holland and Denmark took place. A summary of the
main findings of each site visit is listed below.
The U.K. Visit
In June 1991, representatives of the British Government, NHS Management, Consultants,
the Royal Colleges and the Junior Doctors’ Committee agreed a new deal that was designed
to improve the conditions under which Junior Doctors and Dentists work. One of the key
features of the deal is its’ limits on hours of work — it outlined that no Junior Doctor should
be expected to work for more than 56 hours a week.
Regional Task Forces were set up and these were given the responsibility of overseeing and
monitoring the implementation of the New Deal at local level. These Task Forces can
propose practical solutions in areas where there are particular problems.
The JSG visited the South Thames Task Force, which is made up of Junior Doctors,
Consultants, Nurses, Managers and other interested parties. This team make regular visits to
all Trusts in their region. The Task Force reports twice annually on their progress to the
Department of Health.
Each Trust is ultimately responsible for the implementation of the New Deal. To help achieve
this they are expected to have set up a Local Implementation Group, which must include
Junior Doctors.
New Deal Accreditation recognises the success of a Trust in reducing, controlling and
maintaining training grade doctors’ and dentists’ hours of work to provide a safe environment
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for its patients and the trainees themselves. Such recognition is important in quality terms
and is integral to clinical governance, and in providing a quality-learning environment for
doctors in training. Full accreditation is awarded to trusts that meet all the following criteria:
• An active and ongoing Local Implementation Group to raise and resolve Junior
Doctor concerns locally, to ensure continued and sustained compliance.
• A robust system of monitoring hours’ requirements.
• 100% compliance with New Deal targets
• Acceptable support systems and evidence of collaborative inter-professional
working.
• Acceptable standards for living conditions.
• An active Trust Human Resources Strategy designed to identify and address
problems continuously.
In South Thames this accreditation may be achieved via a modular approach with each
satisfactory module being ‘signed off’ as part of an agreed project plan. Each signed module
will be given a ‘shelf-life’ so that full accreditation has to be achieved within a reasonable
time frame.
An accredited Trust or Hospital receives extra funding.
The Hours Requirements (National Standards) Reference Health Service Circular (HSC)
240/1998
Outlined below are the conditions relating to the hours of work for Junior Doctors and
Dentists:
• (1) Actual hours worked, regardless of the contracted hours should not exceed
an average of 56 hours a week.
• (2) The maximum number of consecutive duty days should not exceed 13.
• (3) The rest requirement must be met during at least 75% of all rostered duty
periods.
• (4) The ‘‘English Clause’’ — in some circumstances individual higher specialist
trainees may apply to contract for up to a maximum average of 83 hours per
week when it would benefit their training and they wish to do so. N.B. 56
hours worked and the above rest requirements still apply.
The JSG also visited King’s Healthcare NHS Trust, Homerton Hospital and Greenwich District
Hospital. A number of recurring issues were raised in each of these locations regarding the
external factors that need to be in place for the successful implementation of the New Deal.
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Listed below are the major matters:
Consultants:
• The Health Service should be Consultant provided and therefore the number of
Consultants employed by each Hospital is critical to the successful implementation
of the reduced working hours for Junior Doctors. It was recognised that there is a
need for a greater number of Consultants.
• Some Consultants work a rostered shift system which spans the 24 hour day, where
appropriate, depending on the Specialty.
• King’s Healthcare NHS Trust have employed a number of ‘Non-Training Grade’
doctors in the interim so that service can be provided until more Consultants come
on board.
• Communication is important — Consultants need to understand that the 48 — hour
working week for Junior Doctors is a legal requirement that must be enforced.
Shift System:
• In King’s Hospital full shifts apply in the case of SHOs in A&E, neo-nates, paediatrics
and SpRs in liver intensive care, partial shifts are more widespread and apply in the
case of Obstetrics SHOs, Medical SHOs and SpRs.
• In Homerton Hospital a shift system for SHOs in medicine is in operation. This has
proved very popular among the SHOs. They are moving towards this for SpRs also.
Inappropriate Duties:
• Often doctors may undertake a range of duties which should be undertaken by
technical, clerical, administrative and other staff.
Trainees should not routinely perform the following:
(1) Locating beds.
(2) Collecting and delivering investigation requests and results.
(3) Ward Clerk or portering duties.
(4) Phlebotomy service or anti-coagulant clinics.
(5) Administration of cytotoxic agents, intravenous drugs and contrast media.
(6) Supervising exercise stress tests.
Extra resources in these other staffing areas are required.
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Greater Support Staff:
• Nurse and midwives already share a wide range of clinical work with doctors. Tasks
which are often performed by junior doctors, and could be better performed by
other staff, should be identified and reviewed. These may include, intravenous
injections, cannulation, suturing, ECGs, male catheterization, confirmation of
expected deaths, prescribing of some drugs, defibrillation.
Rationalisation of Services:
Greenwich Hospital revealed that the reduced working hours for junior doctors is the single
biggest reason for the major rationalisation of hospitals.
Training:
• The need to get the Training Colleges to sign up to the Working Hours Agreement
in the context of quality of training and accreditation was identified. It is recognised
that it is the quality rather than the quantity of training that is important.
• Homerton Hospital identified that in their view structured training programmes were
preferable for Junior Doctors. It was also recommended that Consultants receive
training in teaching and management skills.
• Future priority is ensuring that time is better protected for training and that a
mentoring scheme is formalised.
Other Issues:
• The following can contribute significantly to achieving the New Deal:—
(1) Daily dedicated daytime emergency lists (CEPOD lists).
(2) Daily dedicated daytime trauma lists.
(3) Post-Take Ward rounds.
(4) Fixed on-take days.
(5) Freedom from fixed commitments for on-take days.
(6) Admission and Assessment Wards.
(7) Pre-operative assessments clinics.
(8) Clearly defined bleep policies especially at night.
(9) Protected rest at night.
Success of the Implementation of the New Deal:
The BMA reported that Task Force returns from March 2000 showed that over 36% of Junior
Doctors’ posts still do not comply with the New Deal limits on hours of work. When
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questioned by the JSG as to what they would do differently if they were trying to implement
the New Deal now, the South Thames Task Force gave the following response:
• They would begin the process with more Consultants,
• They would have robust central guidance
• They would have a National Monitoring System
• They would have a conflict resolution system in place
• They would have a base line information infrastructure.
The Dutch Visit
The JSG visited the Academisch Medisch Centrum in Amsterdam, and the Franciscue
Zieherhuis in Roosendaal. The following are the findings of the JSG:
• In Holland, Junior Doctors currently work a 46 hour week, averaged over 13 weeks.
In 1990 the average working week was 65 hours. It was decided then that these
should be reduced, but it was only in 1996 that the Department of Labour enforced
the 46-hour week stringently.
• 24 hours shifts are no longer permitted. Maximum shift duration is 12 hours.
• Hospitals do not have one or two person rotas.
• Doctors in training are not paid for on-call duty unless they are actually working.
• The 46-hour working week incorporates 8 hours for education.
• There is strict central guidance to the adherence of the 46-hour working week.
• Each hospital is inspected 4 — 6 times per annum to ensure they are complying
with the working time rules. Penalties are applied for every breach of the 46-hour
working time rules at a rate of 1,500 guilders per person per day — some hospitals
have been fined up to 200,000 guilders at a time.
• Doctors not in training engage in clinical work at nights and weekends, especially
in non-teaching hospitals. It was reported that patients are increasingly demanding
to be treated by fully trained doctors and will not accept tired doctors in training.
• Reduced working week has resulted in a 5-10% extra junior doctors.
• The number of junior doctors employed in each hospital is determined by its own
budget.
• Junior Doctors may refer an A&E patient to their GP.
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Consultants:
• The ratio of Consultant to Doctor in Training should not exceed 1:1.
• Some specialists work on a 24-hour basis.
• Someone from each speciality is always on duty.
• Consultants are given time off in lieu for any overtime worked.
• Number of Consultants in each hospital is determined by the government.
• Private practice is relatively rare in Holland.
Rationalisation of Services:
• The geographic merging of specialties is now increasing.
• The number of hospitals in Holland has decreased from 90 to 55.
The Danish Visit:
Denmark currently has a population of 5 million people. The country is made up of 14
counties along with its capital, Copenhagen. Approximately 100,000 people are working in
the Health Sector, i.e. 4% of the labour force.
Each county is responsible for implementing its own healthcare policy, i.e. regional politicians
decide on the budget allocation for each hospital. However, in reality counties tend to follow
the same health policies, as one county cannot be seen to be doing things radically differently
from the other counties in Denmark.
Prior to 1981 Denmark had a situation whereby doctors were working an average week of
between 60 — 70 hours. Junior Doctors decided on strike action on the basis that they
should work a 40 hour week, similar to other workers in the country. The Danish Association
of Junior Doctors and the Association of County Councils brokered a deal concerning the
organisation of work and the duties of Junior Doctors. Listed below are the main points of
the deal:
• Work schedules must be made at least four weeks ahead of time and any changes
with shorter notice can only take place in extraordinary circumstances. Smaller
hospitals find this aspect of the deal difficult to fulfil due to their limited resources.
• It was agreed that the average weekly working time should be 37 hours, i.e. the
‘norm period’. This can be averaged over a period of 14 weeks. However, the
agreement contains a clause which stipulates that this averaging period can, by local
agreement range from a minimum of 4 weeks to a maximum of 26 weeks. The
average number of hours worked by Junior Doctors in Denmark is currently 41.3
hours.
• Overtime is defined as work that is carried out over and above the hours as set out
by the norm period.
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• Daily work can vary between 6 and 13 hours and can commence at different hours.
• If at the end of the norm period there is a surplus of hours worked, i.e. overtime,
an equivalent amount of time must be taken off in lieu within the following calendar
month. If it is impossible for the doctor to take time off, they are compensated at
time and a half for the number of hours over-time worked.
The Danish Agreement also looked at the issue of joint duty between different wards. The
agreement outlines that where it is appropriate from a professional and an operational point
of view, joint duties between wards can be established with local agreement. Before this can
be set up the following conditions must be present:
• Joint duty must be discussed locally before initiation.
• The education and training of the doctors cannot be adversely affected due to the
service requirements of having responsibility for different wards. It is implied that all
the educational programs for the particular post should be carried out. Where a
dispute situation arises the matter can be referred to the Health Authorities.
• The necessary competences to carry out joint duties must be established.
• The establishment of joint duty should not lead to increased frequency of duty for
the doctors involved.
• There must be notice of at least 3 months of the intention to establish joint duty.
The Danish Association of County Councils revealed that some of the smaller hospitals found
it difficult to implement these new working arrangements. This has been a factor in the
reconfiguration of how health services are delivered in Denmark, which has seen the merging
of some Specialties and Hospitals and the closure of 33 hospitals since 1980.
Consultants
The concept of a Consultant provided health service is well established in Denmark. The
ratio of Consultants to Junior Doctors is currently 1:1. Outlined below are some of the
conditions of employment for a Danish Consultant:
• Consultants are employees of the State. Private practice is relatively rare.
• The average number of hours worked by the Consultants is 43.8 per week.
• They work a rostered shift system which spans the 24 hour day, where necessary.
• Administration Managers, Nurses, Junior Doctor and prospective colleagues are
involved in the selection process for the position of Consultant.
• A change of attitude among Consultants was noted in Hillerod Hospital as
Consultants undertake to do more routine work.
• Each patient is considered the responsibility of the Specialty Department and not of
an individual Consultant. They have comprehensive communication systems so that
a doctor coming on duty will have a full picture of the patients condition at the
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beginning of their shift. This is seen to overcome the problem of lack of continuity
of care.
• Once Junior Doctors have completed their training, they immediately become
Specialists. They remain in this position until a suitable Consultant’s post comes up.
However, they may choose to remain as a Specialist instead of becoming a
Consultant, as with overtime payments they can earn more than a Consultant and
they avoid the administration duties incurred by a Consultant.
The Role of Primary Care in Denmark
In Denmark, primary care plays a major role in the overall provision of health services, with
some 15,000 employees in this area, 5000 of whom are doctors. From 1992 to 1998 there
was an increase of 0.9% per annum in the number of registered contacts to General
Practitioners per inhabitant.
Each General Practitioner (GP) generally have his / her own practice and get paid 100 Krona
for each patient that they attend to by their Regional Council.
A patient is usually referred to hospital by their GP. An A&E department in Denmark reserves
the right to turn anyone who has not been referred to them by a GP away.
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APPENDIX 6
E.U. Directive
EUROPEAN UNION
THE EUROPEAN PARLIAMENT THE COUNCIL
Brussels, 6 April 2000
1998/0318 (COD) PE-CONS 3618/00
C5-0183/2000
SOC 128
TRANS 54
MAR 15
CODEC 254
Subject: Directive 2000/EC of the European Parliament and of the Council amending
Council Directive 93/104/Ec concerning certain aspects of the organisation of
working time to cover sectors and activities excluded from that Directive.
Joint text
approved by the Conciliation Committee
provided for in Article 251(4) of the EC Treaty
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Whereas:
(1) Article 137 of the Treaty provides that the Community is to support and
complement the activities of the Member States with a view to improving the
working environment to protect workers’ health and safety; Directives adopted on
the basis of that Article are to avoid imposing administrative, financial and legal
constraints in a way which would hold back the creation and development of small
and medium-sized undertakings;
(2) Council Directive 93/104/EC of 23 November 1993 concerning certain aspects of
the organisation of working time(1) lays down minimum safety and health
requirements for the organisation of working time, in respect of periods of daily rest,
breaks, weekly rest, maximum weekly working time, annual leave and aspects of
night work, shift work and patterns of work; that Directive should be amended for
the following reasons:
(3) Road, air, sea and rail transport, inland waterways, sea fishing, other work at sea and
the activities of doctors in training are excluded from the scope of Council Directive
93/104/EC;
(4) The Commission, in its proposal of 20 September 1990, did not exclude any sectors
and activities from Council Directive 93/104/EC, nor did the European Parliament in
its Opinion of 20 February 1991 accept such exclusions;
(5) The health and safety of workers should be protected at the workplace not because
they work in a particular sector or carry out a particular activity, but because they
are workers;
(6) As regards sectoral legislation for mobile workers, a complementary and parallel
approach is needed in the provisions on transport safety and the health and safety of
the workers concerned;
(7) Account needs to be taken of the specific nature of activities at sea and of doctors
in training;
(8) Protection of the health and safety of mobile workers in the excluded sectors and
activities should also be guaranteed;
(9) The exising provisions concerning annual leave and health assessments for night
work and shift work should be extended to include mobile workers in the excluded
sectors and activities;
(10) The existing provisions on working time and rest need to be adapted for mobile
workers in the excluded sectors and activities;
(11) All workers should have adequate rest periods; the concept of ‘‘rest’’ must be
expressed in units of time, i.e. in days, hours and/or fractions thereof;
(1) OJ L 307, 13.12.1993, p. 18.
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(12) A European Agreement in respect of the working time of seafarers has been put into
effect by means of a Council Directive(2), on a proposal from the Commission, in
accordance with Article 139(2) of the Treaty; accordingly, the provisions of this
Directive should not apply to seafarers;
(13) In the case of those ‘‘share-fishermen’’ who are employees, it is for Member States
to determine, pursuant to Article 7 of Council Directive 93/104/EC, the conditions
for entitlement to, and granting of, annual leave, including the arrangements for
payments;
(14) Specific standards laid down in other Community instruments relating, for example,
to rest periods, working time, annual leave and night work for certain categories of
workers should take precedence over the provisions of Council Directive 93/104/EC
as amended by this Directive;
(15) In the light of the case law of the Court of Justice of the European Communities the
provision relating to Sunday rest should be deleted;
(16) In its judgment in Case C-84/94 United Kingdom v. Council(3) the Court of Justice
ruled that Council Directive 93/104/EC accords with the principles of subsidiarity
and proportionality set out in Article 5 of the Treaty; there is no reason to assume
that that judgment is not applicable to comparable rules concerning a number of
aspects of the organisation of working time in excluded sectors and activities,
HAVE ADOPTED THIS DIRECTIVE:
Article 1
Directive 93/104/EC is hereby amended as follows:
1) Article 1(3) shall be replaced by the following:
‘‘3. This Directive shall apply to all sectors of activity, both public and private, within
the meaning of Article 2 of Directive 89/391/EEC, without prejudice to Articles
14 and 17 of this Directive.
This Directive shall not apply to seafarers, as defined in Council Directive 1999/63/EC
of 21 June 1999 concerning the Agreement on the organisation of working time of
seafarers, concluded by the European Community Shipowners’ Association (ECSA) and
the Federation of Transport Workers’ Unions in the European Union (FST) (*) without
prejudice to Article 2(8) of this Directive.
(*) OJ L 167 of 2.7.1999, p.33.’’;
(2) Council Directive 1999/63/EC of 21 June 1999 concerning the Agreement on the organisation of working
time of seafarers concluded by the European Community Shipowners’ Association (ECSA) and the
Federation of Transport Workers’ Unions in the European Union (FST) (OJ L167 of 2.7.1999, p. 33).
(3) [1996] ECR I – 5755.
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2) in Article 2, the following shall be added:
‘‘7. ‘‘mobile worker’’ shall mean any worker employed as a member of travelling or
flying personnel by an undertaking which operates transport services for
passengers or goods by road, air or inland waterway.
8. ‘‘offshore work’’ shall mean work performed mainly on or from offshore
installations (including drilling rigs), directly or indirectly in connection with the
exploration, extraction or exploitation of mineral resources, including
hydrocarbons, and diving in connection with such activities, whether performed
from an offshore installation or a vessel.
9. ‘‘adequate rest’’ shall mean that workers have regular rest periods, the duration
of which is expressed in units of time and which are sufficiently long and
continuous to ensure that, as a result of fatigue or other irregular working
patterns, they do not cause injury to themselves, to fellow workers or to others
and that they do not damage their health, either in the short term or in the
longer term’’.
3) In Article 5, the following subparagraph shall be deleted:
‘‘The minimum rest period referred to in the first subparagraph shall in principle
include Sunday.’’
4) Article 14 shall be replaced by the following:
‘‘Article 14
More specific Community provisions
This Directive shall not apply where other Community instruments contain more
specific requirements relating to the organisation of working time for certain
occupations or occupational activities.’’
5) Article 17(2.1) shall be replaced by the following:
‘‘2.1. from Article 3, 4, 5, 8 and 16:
(a) in the case of activities where the worker’s place of work and his place of
residence are distant from one another, including offshore work, or where
the worker’s different places of work are distant from one another;
(b) in the case of security and surveillance activities requiring a permanent
presence in order to protect property and persons, particularly security
guards and caretakers or security firms;
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(c) in the case of activities involving the need for continuity of service or
production, particularly:
(i) services relating to the reception, treatment and/or care provided by
hospitals or similar establishments, including the activities of doctors in
training, residential institutions and prisons;
(ii) dock or airport workers;
(iii) press, radio, television, cinematographic production, postal and
telecommunications services, ambulance, fire and civil protection
services;
(iv) gas, water and electricity production, transmission and distribution,
household refuse collection and incineration plants;
(v) industries in which work cannot be interrupted on technical grounds;
(vi) research and development activities;
(vii) agriculture;
(viii) workers concerned with the carriage of passengers on regular urban
transport servics;
(d) where there is a foreseeable surge of activity, particular in:
(i) agriculture;
(ii) tourism;
(iii) postal services;
(e) in the case of persons working in railway transport:
(i) whose activities are intermittent;
(ii) who spend their working time on board trains; or
(iii) whose activities are linked to transport timetables and to ensuring the
continuity and regularity of traffic;’’.
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6) In Article 17(2) the following shall be added:
2.4. from Articles 6 and 16(2) in the case of doctors in training:
a) with respect to Article 6, for a transitional period of 5 years . . . . .(4)
(i) Member States may have up to 2 more years, if necessary, to take
account of difficulties in meeting the working time provisions with
respect to their responsibilities for the organisation and delivery of
health services and medical care. At least 6 months before the end of
the transitional period, the Member State concerned shall inform the
Commission giving its reasons, so that the Commission can give an
opinion , after appropriate consultations, within the 3 months
following receipt of such information. If the Member State does not
follow the opinion of the Commission, it will justify its decision. The
notification and justification of the Member State and the opinion of
the Commission shall be published in the Official Journal of the
European Communities and forwarded to the European Parliament.
(ii) Member States may have an additional period of up to 1 year, if
necessary, to take account of special difficulties in meeting the above
mentioned responsibilities. They shall follow the procedure set out in
paragraph (i).
Within the context of the transitional period:
(iii) Member States shall ensure that in no case will the number of weekly
working hours exceed an average of 58 during the first 3 years of the
transitional period, an average of 56 for the following 2 years and an
average of 52 for any remaining period.
(iv) The employer shall consult the representatives of the employees in
good time with a view to reaching an agreement, wherever possible,
on the arrangements applying to the transitional period. Within the
limits set out in point (a)(iii), such an agreement may cover:
— the average number of weekly hours of work during the
transitional period; and
— the measures to be adopted to reduce weekly working hours to an
average of 48 by the end of the transitional period;
b) with respect to Article 16(2), provided that the reference period does not
exceed 12 months, during the first part of the transitional period specified in
paragraph (a)(iii), and six months thereafter.’’;
(4) four years after the date of entry into force of Directive 2000/ /EC.
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7) The following Articles shall be inserted:
‘‘Article 17a
Mobile workers and offshore work
1. Articles 3, 4, 5 and 8 shall not apply to mobile workers.
2. Member States shall, however, take the necessary measures to ensure that such
mobile workers are entitled to adequate rest, except in the circumstances laid
down in Article 17(2.2).
3. Subject to compliance with the general principles relating to the protection of the
safety and health of workers, and provided that there is consultation of
representatives of the employer and employees concerned and efforts to
encourage all relevant forms of social dialogue, including negotiation if the parties
so wish, Member States may, for objective or technical reasons or reasons
concerning the organisation of work, extend the reference period referred to in
Article 16(2) to twelve months in respect of workers who mainly perform offshore
work.
4. On . . . . .(*) the Commission shall, after consulting the Member States and
management and labour at European level, review the operation of the provisions
with regard to offshore workers from a health and safety perspective with a view
to presenting, if need be, the appropriate modifications.
(*) Five years from the date of entry into force of Directive 2000/../EC.
Article 17b
Workers on board sea-going fishing vessels
1. Articles 3, 4, 5, 6 and 8 shall not apply to any worker on board a sea-going fishing
vessel flying the flag of a Member State.
2. Member States shall, however, take the necessary measures to ensure that any
worker on board a sea-going fishing vessel flying the flag of a Member State is
entitled to adequate rest and to limit the number of hours of work to 48 hours a
week on average calculated over a reference period not exceeding 12 months.
3. Within the limits set out in paragraphs 2, 4 and 5 Member States shall take the
necessary measures to ensure that, in keeping with the need to protect the safety
and health of such workers,
a) the working hours are limited to a maximum number of hours which shall not
be exceeded in a given period of time, or
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b) a minimum number of hours of rest are provided within a given period of
time.
The maximum number of hours of work or minimum number of hours of rest shall
be specified by law, regulations, administrative provisions or by collective
agreements or agreements between the two sides of the industry.
4. The limits on hours of work or rest shall be either:
a) maximum hours of work which shall not exceed:
i) 14 hours in any 24-hour period, and
ii) 72 hours in any 7-day period;
or
b) minimum hours of rest which shall not be less than:
i) 10 hours in any 24-hour period, and
ii) 77 hours in any 7-day period.
5. Hours of rest may be divided into no more than two periods, one of which shall
be at least six hours in length, and the interval between consecutive periods of
rest shall not exceed 14 hours.
6. In accordance with the general principles of the protection of the health and
safety of workers, and for objective or technical reasons or reasons concerning the
organisation of work, Member States may allow exceptions, including the
establishment of reference periods, to the limits laid down in paragraphs 2, 4 and
5. Such exceptions shall, as far as possible, comply with the standards laid down
but may take account of more frequent or longer leave periods or the granting of
compensatory leave for the workers. These exceptions may be laid down by
means of
i) laws, regulations or administrative provisions provided there is consultation,
where possible, of the representatives of the employers and workers
concerned and efforts are made to encourage all relevant forms of social
dialogue
or
ii) collective agreements or agreements between the two sides of industry.
7. The master of a sea-going fishing vessel shall have the right to require workers on
board to perform any hours of work necessary for the immediate safety of the
vessel, persons on board or cargo, or for the purpose of giving assistance to other
vessels or persons in distress at sea.
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8. Member States may provide that workers on board sea-going fishing vessels for
which national legislation or practice determines that these vessels are not allowed
to operate in a specific period of the calendar year exceeding one month, shall
take annual leave in accordance with Article 7 within the above mentioned
period.’’
Article 2
1. Member States shall bring into force the laws, regulations and administrative provisions
necessary to comply with this Directive no later than (5), or shall ensure that, by that
date at the latest, the two sides of industry have introduced the necessary measures by
agreement, the Member States being required to take any necessary measure to enable
them at any time to be in a position to guarantee the results imposed by this Directive.
With regard to doctors in training that date shall be (6). They shall forthwith inform
the Commission thereof.
2. When Member States adopt the measures referred to in paragraph 1, they shall
contain a reference to this Directive or shall be accompanied by such reference on the
occasion of their official publication. The methods of making such a reference shall be laid
down by the Member States.
3. Without prejudice to the right of Member States to develop, in the light of changing
circumstances, different legislative, regulatory or contractual provisions in the field of
working time, as long as the minimum requirements provided for in this Directive are
complied with, implementation of this Directive shall not constitute valid grounds for
reducing the general level of protection afforded to workers.
4. Member States shall communicate to the Commission the texts of the provisions of
national law already adopted or being adopted in the field governed by this Directive.
Article 3
Not later than (7) the Commission shall, after consulting the Member States and
management and labour at European level, review the operation of the provisions with
regard to workers on board sea-going fishing vessels, and, in particular examine whether
these provisions remain appropriate, in particular, as far as health and safety are concerned
with a view to proposing suitable amendments, if necessary.
(5) Three years after the date of entry into force of this Directive.
(6) Four years after the entry into force of the Directive.
(7) Nine years from the date of entry into force of this Directive.
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Article 4
Not later than (8) the Commission shall, after consulting the Member States and
management and labour at European level, review the operation of the provisions with
regard to workers concerned with the carriage of passengers on regular urban transport
services, with a view to presenting, if need be, the appropriate modifications to ensure a
coherent and suitable approach in the sector.
Article 5
This Directive shall enter into force on the date of its publication in the Official Journal of
the European Communities.
Article 6
This Directive is addressed to the Member States.
Done at
For the Council
The President
For the European Parliament
The President
(8) Five years from the date of entry into force of this Directive.
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APPENDIX 7
List of Contributors
Health Services Employers Agency
Irish Medical Organisation
Department of Health and Children
Cork University Hospital
Letterkenny General Hospital
Limerick Regional Hospital
Mater Misericordiae Hospital
National Maternity Hospital, Holles Street
Our Lady’s Hospital Crumlin
St Lomans Hospital, Mullingar
Wexford General Hospital
Irish College of General Practitioners
Irish Hospital Consultants Association
Royal College of Physicians in Ireland
Royal College of Surgeons in Ireland
Associated University Hospital Greenwich, London
Homerton Hospital, London
Kings Healthcare NHS Trust, London
South Thames Regional Task Force
Academisch Medisch Centrum, Amsterdam, Holland
Franciscue Zieherhuis, Roosendaal
Association of County Councils in Denmark
Danish Association of Junior Doctors
Hillerod Hospital, Hillerod Denmark
Hridovre Hospital, Copenhagan
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